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HE treatment of prostatic cancer is not a 

simple problem; the objective varies widely 
in different cases. In early cancer, before the 
growth has extended beyond the capsule of the 
gland, the possibility of cure is before us, but 
relatively few cases are discovered while they 
are still in this stage. When the growth has 
developed beyond this point, the question of 
cure is no longer pertinent; the object of treat- 
ment then is to relieve urinary obstruction, if 
that exists, and to retard as much as possible 
further extension of the growth. If bony metas- 
tases have already taken place, as is the case 
in from 30 to 50 per cent of all patients when 
first seen (Bumpus*) (Barney and Gilbert’), 
one’s efforts must be directed toward relieving 
the pain caused by those metastases, as well as 
toward removing whatever obstruction to urina- 
tion there may be. 

A knowledge of the probable course of the 
disease is essential as a foundation for plan- 
ning the attack upon it. It is generally ac- 
cepted, although disputed by some, that in 
eighty per cent of all cases of prostatic cancer, 
the growth begins in the posterior lobe. So 
long as the carcinoma is confined to this lobe, 
it is not likely to give symptoms, but when it 
infiltrates the median bar, obstruction to urina- 
tion is a probable result. In many instances, 
a coincident hypertrophy of the lateral lobes is 
the real cause of obstruction; if these lobes are 
removed,. the patient may get along without 
urinary trouble for a number of years. Car- 
cinoma of the prostate, as has been demonstrated 
by a good many eases, is often slow in develop- 
ing, particularly in the early stages. Bumpus® 
reports two cases that lived ten years without 
any treatment. Even after the disease has be- 
come widely metastatic, the patient may live 
for several vears. The growth extends from the 
prostate into the vesicles and along the lym- 
phaties which pass from the prostate through 
the intervesicular space to the iliae glands, 
metastases occur most commonly in these, also 
in the retroperitoneal glands and the bones of the 
pelvis and the lumbar spine. Not infrequent- 


*Read at the Annual Meeting of the New England Surgical 
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ly we encounter cases in which the primary 
focus is entirely silent, the symptoms being due 
to skeletal metastases. 


In this paper there is not time to consider 
the diagnosis or the symptomatology of this dis- 
ease, except to say that the diagnosis is de- 
pendent chiefly upon the feeling of resistance 
and hardness when one palpates the prostate by 
rectum ; the outstanding symptoms which we are 
most often asked to relieve are obstruction to 
urination and pain in the lumbar spine and 
thighs. 


in this paper I shall discuss the various thera- 
peutic measures which have been employed in 
cancer of the prostate as regards their applicabil- 
ity to the different stages of the disease, and 
their effectiveness. 


X-RAY TREATMENT 


Since the treatment of deep-seated cancer with 
high voltage x-ray was first advocated, thousands 
of cases have been treated by radiologists, but 
except in the case of certain very radiosensitive 
tumors, such as embryonal carcinomas of the 
testicle, the results have been disappointing to 
those who expected to bring about complete de- 
struction of the growth. Failure to accomplish 
this does not mean that the method is entirely 
without value; experience has shown that deep 
x-ray therapy will usually relieve pain and will 
frequently reduce the size of metastases in 
lymph nodes. There is some evidence that even 
the primary focus of the growth may be ma- 
terially benefited. Greenough’ attributes the 
favorable effects of x-ray to two factors: (a) 
actual destruction of tumor cells; (b) formation 
of fibrous tissue about the tumor cells, thereby 
limiting their spread. 

In a paper on ‘‘The Value of High Voltage 
X-ray Therapy in Carcinoma of the Prostate,’’ 
Smith and Peirson’® report a case of cancer 
of the prostate that received four series of x-ray 
treatments over a period of fifteen months. Un- 
der this treatment, the prostate, which at first 
had seemed too extensively diseased for radical 
removal, became smaller and was removed in toto. 
by a perineal prostatectomy. Microscopie study 
of the gland showed a definite response to radi- 
ation. Dr. Shields Warren, pathologist at 
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the New England Deaconess Hospital, made the 
following comments upon the sections: 
“While there are tumor cells present in 
various portions of the slide, the fibrosis is 
extremely marked, far more than I have 
ever seen carried as stroma by any prostatic 
tumor. In some portions of the slide the 
epithelial cells are abundant with relatively 
little stroma and here the growth of the 
tumor is presumably fairly active if the im- 
maturity of the cells and the frequency of 
mitosis are any criterion. This portion 
where the tumor appears more rapidly grow- 
ing contains a moderate number of blood 
vessels in the stroma in contrast to the rela- 
tively avascular condition of the more fibro- 
blastic portions. I feel one is justified in 
interpreting the appearance in these slides 
as the result of the radiation to which the 
tissue had been subjected. The fact that 
tumor cells are still present even in the most 
fibrosed areas is an indication that this 
degree of radiation is not sufficient to kill 
the cells of the tumor and may have acted 
by stimulating the growth of the stroma.” 


That this result cannot always be duplicated 
is no doubt true, but this case proves that, at 
least in some instances, deep x-ray therapy can 
affect the primary growth. We have seen a 
number of cases in which large secondary 
growths in the iliac glands have been so reduced 
in size that the accompanying edema of the leg 
has been very materially diminished. 

In the paper mentioned above, Smith and 
Peirson reported the results of high voltage 
x-ray therapy in twenty-five cases of cancer of 
the prostate. Eighteen of these cases suffered 
from pain in the back, legs or pelvis; all of 
these were relieved of pain following radiation. 
This relief varied in degree from partial to 
complete and in duration from one to six 
months. One series of treatments frequently 
relieved pain for three months. The prompt 
relief of pain was sometimes remarkable. 

The effect of radiation upon the prostate it- 
self was less pronounced. In nine cases the 
gland appeared to be smaller after treatment, in 
ten it continued to increase in size, in two it 
showed no change. It was our impression that |- 
in a number of the cases so treated, the progress 
of the growth appeared to be checked for from 
one to two years. The degree of urinary ob- 
struction was not affected. 

Because of the effect of high voltage radia- 
tion upon the skin, the number and intensity 
of exposures must be limited. Four or at most 
five series of treatments, given at intervals of 
two or three months, are as many as most radiolo- 
gists feel that it is safe to give. 


THE Use or Raprum 


The introduction of radium as a means of 
destroying cancer, produced a wave of optimism 
which has not yet ebbed away. Most of the 
surgeons who have written much on urological 
subjects have recorded their experiences with the 
use of this interesting element, but a review 


of this literature leaves one with most confused 
impressions as to the value of radium. Hugh 


Young"®, who treats his cases by thirty daily “"] 


applications of one hundred milligram hours 
through rectal, urethral and vesical aspects, as 
well as by the insertion of needles through the 
perineum, has found that ‘‘by this means the 
local growth is inhibited, urinary obstruction 
usually prevented, and the remainder of the 
patient’s life made comfortable. In some cases 
the duration of life appears to be decidedly 
lengthened and it may be that in a few cases 
cures have been obtained.’’ 

Bumpus® in 1922 reported the results of ra- 
dium treatment in one hundred and fifty-two 
eases. Of these, eighty-three per cent were 
dead within two years. Although the average 
duration of life after radium treatment was not 
so long as that following partial prostatectomy, 
it was longer than in untreated cases. 

Barringer*, who has been the most enthusi- 
astic advocate of radium treatment, said in 
1928 that from five to ten per cent of cases of 
prostatic cancer can be controlled by radium 
sufficiently well to make us think that the pa- 
tient is cured. Of two hundred and two cases 
reported by him, thirty were alive three or 
more years after treatment. 

Among the French urologists, Legeau has dis- 
carded the use of radium in this " disease ; 
Marion® says that radiotherapy gives few en- 
couraging results, although he has seen some 
marked temporary improvements ; Chevassu em- 
ploys radium ‘‘with the hope of seeing good re- 
sults’’, and Papin uses it in cases unsuited for 
perineal prostatectomy’. 

It is not illogical to believe that cancer in the 
prostate, as well as in other accessible locali- 
ties, should respond to radiation. Either 
through the open bladder or through the peri- 
neum, seeds or needles can be placed within the 
substance of the gland and any desired amount 
of radiation can be given. it has been repeat- 
edly demonstrated that the effect of radioactive 
substances upon tumor cells is destructive. Cells 
in process of mitotic division are especially sen- 
sitive to radiation; the cancer cells which are 


killed are supplanted by growing connective tis- ._ 


sue which eventually forms a dense fibrous 
stroma, imprisoning in its meshes those tumor 
cells which are not destroyed. Experimental 
studies with tumor tissue show that as a result 
of heat or radiation not strong enough to kill 
the tumor cells, the cells may nevertheless lose 
the capacity for rapid growth and may become 
enclosed in a fibrous capsule’. 

These observations, while theoretically cor- 
rect, emanate from the laboratory. A more cor- 
rect estimate of the value of radium, at least 
from the clinical point of view, is given by 
Greenough’, who in 1920 stated that radiation 
insufficient to cause a massive destruction results 
in inhibition of cell division lasting for longer 
or shorter periods, followed by a stimulated or 
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abnormal growth. ‘‘If we are to cure cancer by 


radiation,’’ he said, ‘‘cell destruction must be |i 


100%. This is feasible only when adequate 
draimage for necrotic tissue is provided.’’ 
(Italies ours. ) 

With this opinion of Greenough’s our experi- 
ences with radium force us to agree. A short 
time ago the writer reviewed the results of ra- 
dium treatment in twenty-nine patients with 
carcinoma of the prostate. Several cases were 
treated twice, at considerable intervals of time; 
there were thirty-two treatments in all. Re- 
duction of the facts to the briefest possible num- 
ber shows that three cases were treated by the 
insertion of seeds or needles through the peri- 
neum ; eleven cases had partial perineal prostatec- 
tomies, with the implantation of radium in the 
remaining shell of prostatic tissue; in sixteen 
eases radium was implanted through the open 
bladder. In most of these cases the obstruct- 
ing median bar was removed at the same time. 
In two others, radium was implanted in the 
tips of the vesicles after total perineal prosta- 
tectomy. Radium was employed as radon (ra- 
dium emanation) in gold seeds and in steel 
needles, and as the element in platinum needles. 
The dosage varied from 450 millicurie hours to 
5544 millicurie hours. (For details see Table 


bladder which holds only one ounce. He is los- 
ing weight and although x-rays show no bony 
metastasis, he looks cachectic. Another, one 
year and ten months after operation, has devel- 
oped a recto-urethral fistula and his cancer is 
growing rapidly. A third, one year and seven 
months after operation, has had his suprapubic 
sinus reopen and passes bloody urine, but his 
general condition is good. Three others were 
operated on eight or nine months ago; all have 
control and void spontaneously, but all have suf- 
fered severely from strangury and pain at the 
neck of the bladder. 

The suffering which these patients have en- 
dured might be borne more philosophically if 
one could promise them a cure. Unfortunately, 
we have evidence that prostatic implantations 
of radium, even if large doses are used, do not 
always destroy the cancer. Four cases, treated 
respectively with 4054, 4100, 3840 and 2680 
millicurie hours, have shown viable cancer cells 
in prostatic tissue removed either by punch or 
at autopsy. 

Attempts: have been made, by varying the 
type of applicators, the screening and the dos- 
age, to prevent the postradiation cystitis which 
has lasted for so many months and has caused 


such suffering; but the facts seem to be that 


1.) unless the dose is so small that it cannot be 
TABLE I 
RESULTS OF RADIUM TREATMENT 
Methods of application No. cases Dosage Result 
Through perineum without 3 1000 me. hrs. Reobstructed—10 months. 
open operation ; 665 me. hrs. Reobstructed—12 months. 
450 me. hrs. Reobstructed—11 months. 
Implanted in tips of vesicles 2 756 me. hrs. Died 3 months later— 
‘after total prostatectomy Perineum never healed. 
Died 14 months later— 
Carcinomatosis. Developed 
recto-urethral fistula. 
Implanted in prostate after 11 Average dose Operative deaths—3. 
partial prostatectomy 2248 me. hrs. Died of cancer—6, 
average 14 months. 
Living—1. 9 months. 
Untraced—1. 
Implanted in prostate 16 Average dose Operative deaths—3. 


through cystotomy 


3353 me. hrs. 


Died of cancer—7, 

average 8 months after op. 
Died, cause unknown—1, 

4 years after op. 
Living—5. 2 under 1 yr. 

2 under 2 yrs. 
1—4 yrs. 10 mos. 


In twenty-nine operations, there were six op- 
erative deaths (21%). Three were due to em- 
bolus, two to cardiac failure, one to sepsis. Six- 
teen died of cancer, the average length of life 
after operation being thirteen months. One pa- 
tient, operated on in 1922, cannot be traced, nor 
can any record of his death be found. Of the 
six known to be alive, one has lived four years 
and nine months since operation. He is incon- 
tinent, has sclerosis of his bladder neck and a 


expected to destroy the cancer, these unhappy 
sequelae cannot be avoided. There is a possi- 
bility that small doses—not over 1000 millicurie 
hours—whiie not powerful enough to destroy 
the growth, may behave as does deep x-ray ther- 
apy, and by setting up a fibrosis hinder the ex- 
tension of the cancer cells and so temporarily 
check the progress of the disease. Larger doses, 
aimed at complete destruction of the growth as 
is done in carcinoma of the cervix, cannot be em- 
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ployed with success because of the proximity of 
the bladder, with its sensitive mucous mem- 
brane, and because a poorly drained, necrotic 
mass is formed in which infection flourishes 
without hindrance. 

SURGERY 


We have considered the treatment of the ma- 
lignant prostate by x-ray and by radium; what 
about the surgical approach? Under this head- 
ing may be included the various intraurethral 
methods of removing the obstruction to urina- 
tion, such as the punch operation and the newer 
methods of resection by means of the electrical 
current, partial perineal prostatectomy, supra- 
pubie prostatectomy, permanent suprapubic 
drainage and total perineal prostatectomy. With 
the exception of the last, all of these methods 
are aimed solely at relief of obstruction; if an 
attack upon the cancer itself is thought advisa- 
ble, x-ray or radium has been used in addition. 


I will state my thesis plainly at the outset; 
if the growth is confined within the prostatic 
capsule, or at most has only just begun to in- 
vade the vesicles, total perineal prostatectomy 
should be done, for it will not only remove the 
obstruction but will offer a chance of cure. If 
the growth has progressed to a point where this 
operation is not advisable, any method that will] 
remove obstruction may be considered. The in- 
traurethral methods are very useful in this lat- 
ter situation; usually the patient’s tenure of 
life is limited to one or two years, and often 
the operation can be repeated if obstruction re- 
curs. Suprapubie prostatectomy is most un- 
satisfactory unless the obstruction happens to 
be due to a coincident hypertrophy of the lat- 
eral lobes; in that event, relief to obstruction 
is obtained and may last for several years. It 
is a great mistake, however, to attempt to enu- 
cleate a malignant prostate; if one finds that he 
has, through an error in diagnosis, got into such 
a predicament, he should be content with ex- 
cision of the median bar or with instituting su- 
prapubie drainage. Partial perineal prostatec- 
tomy has been advocated by Chute, who has fre- 
quently done it repeatedly upon the same pa- 
tient and so carried him along in comfort for a 
number of years. It seems probable that with 
the development of prostatic resection, partial 
perineal prostatectomy will become less fre- 
quently indicated. 


The same argument may apply to suprapubic 
eystostomy. Of this operation Bumpus*® in 1926 
said: ‘‘No other form of treatment has proved 
as free from risk, caused so little suffering or 


so lengthened life.’’ It is obvious that when- 
ever obstruction can be relieved by prostatic 
resection or a punch operation, such a proce- 
dure is vastly more agreeable to the patient than 
is a permanent cystostomy. In bedridden, ter- 
minal eases, or in those whose prostatic growth 
is too extensive to permit the intraurethral op- 
erations, or in those with severe cystitis, supra- 
pubie drainage is the best solution. It can be 
done under local anesthesia with comparatively 
little risk. 

Of all the surgical methods of attacking can- 
cer of the prostate, total perineal prostatectomy 
is the only really aggressive one. First de- 
seribed by Hugh Young’ in 1905, its possibili- 
ties, for reasons I do not know, have been neg- 
lected by the great majority of surgeons. It 
is not a difficult operation to do, but it does 
require a knowledge of the anatomy of the peri- 
neum and an ability to diagnose prostatic can- 
cer in the relatively early stages. 


TABLE II | 
RESULTS OF TOTAL PROSTATECTOMY 
Operative deaths ; #8 
Died of Cancer 18 
Living but with recurrence or metastasiz................. 4 
Living and apparently well 17 
42 


My experience with this operation has been 
confined to forty-two cases; these have been 
operated upon in the last thirteen years. In 
all, the diagnosis has been established by mi- 
croscopic examination. There were three oper- 
ative deaths; a man of eighty-four died of shock 
the day after operation, another octogenarian 
died three weeks after operation of heart block. 
and a third patient died four days after opera- 
tion of cardiae failure. A fourth case died in 
the hospital three months after operation, prob- 
ably from carcinomatosis; he had a persistent 
perineal fistula caused by the implantation of 
radium into a seminal vesicle. Seventeen other 
cases died of cancer with an average duration of 
life of twenty-seven months. Only one of these 
eases developed urinary obstruction before 
death. Four eases are alive but show local re- 


currence or metastases in the spine. None of 
these has any urinary obstruction. Seventeen 
cases are alive and apparently well. Most of 


these have been examined by the writer recent- 
ly, and rectal examination done. A few report- 
ed by letter. The time elapsed since opera- 
tion is shown in Table III. As for the mat- 


TABLE III 
TiME ELApsep AFTER TOTAL PROSTATECTOMY 
Under Years Years Years Years Years “Years Total 
1 yr. 1-2 - - 4-5 6-7 7-8 
Deaths 5 6 3 2 0 1 1 18 
Living but with recurrence... 0 1 0 0 1 1 1 4 
Living and apparently well........ 6 4 1 3 2 1 0 17 
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ter of urinary control, the lack of which is 
sométimes alleged to result from this operation, 
twenty-eight cases had good control, three poor, 
four none. In three cases the degree of control 
was not noted. Hugh Young’s" series of thirty- 
eight total perineal prostatectomies shows a 
higher percentage of good results. Of his thirty- 
eight cases 


4 died in hospital. 

2 have been discharged less than one year. 
24 were free from recurrence or metastasis. 
5 showed recurrence. 

3 developed metastases. 


38 

Of the thirteen who are alive and free from 
recurrence or metastasis, six have gone five or 
more years since operation; of the eleven who 
have died without recurrence or metastases, five 
lived five or more years. Young reports three 
autopsies on cases dying one year, three years 
and six and one-half years after operation, with 
no cancer discoverable. Among his cases that 
are living and well, one was operated upon sev- 
enteen years ago, one thirteen years ago, two 
seven years ago and one six years ago. Two died 
without recurrence nine years after operation, 
two seven years after, and one six years after. 

These figures belie such pessimism as Barney*® 
shows when he says ‘‘Some do what is known 
as a radical or total perineal prostatectomy in 
the vain hope that once in a while an early case 
will be cured. It is obvious, therefore, 
that since he cannot prolong life or effect a cure, 
the surgeon should subject his patient to the 
simplest form of treatment, operative or other- 
wise, which will keep him comfortable.”’ 

Teaching such as this I believe should be con- 
tradicted, for it is only by striving to detect 
these cases earlier with the object of performing 
a radical removal of the cancer that we can 
make progress against this disease. 

In conelusion, I would state once more my 
conviction that in early cases of prostatic can- 
cer, total prostatectomy should be done. If the 
diagnosis is uncertain, the prostate should be 
exposed perineally and a piece removed for im- 
mediate diagnosis. Whether total or only par- 
tial prostatectomy should be done will be deter- 
mined by the pathologist’s report. 

In eases too advanced for this, obstruction 
should be relieved by one of the intraure- 
thral operations, if such is possible; if not, par- 
tial perineal prostatectomy or permanent supra- 
pubie cystotomy should be done. For relief of 
pain from metastases, deep x-ray therapy should 
be employed; to retard the development of the 
primary growth, radiation by high voltage x-ray 
or by small doses of radium should be carried 
out. From five to ten per cent of prostatic can- 
cers are radiosensitive and may be favorably af- 
fected by these measures. The employment of 
radium with the idea of destroying the cancer 
has in my hands proved a great disappointment. 
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DIscUSSION 


Dr. W. O. Wivper, Springfield, Mass.: Can- 
cer of the prostate is not unlike malignant con- 
ditions in other portions of the human body, 
challenging as it does, the knowledge and skill 
of every surgeon, in order to effect any degree 
of success in its treatment. Its insidious onset 
and oftentimes symptomless progress only add 
to its treacherous nature and make our effort to 
attain a happy result, most disappointing and 
disheartening in the large majority of cases. 

Dr. Smith has favored us with a most honest 
and fair discussion of the treatment of carci- 
noma of the prostate. His extensive experience, 
both with radium and x-ray as well as surgical 
means, surely qualifies him to speak with de- 
cided authority on this subject. While he has 
not been dogmatic to any degree, he still has 
laid before us logical conclusions and suggestions 
as to the proper treatment of this condition. 

For myself, I must admit I am a real pessi- 
mist whenever I encounter a ease of cancer of 
the prostate. I hardly recall in the course of 
thirteen years in the practice of urology, one 
single case which I deemed suitable for radical 
removal, and as Dr. Smith has stated, early 
eases of prostatic cancer suitable for radical re- 
moval do not average more than five to ten 
per cent of cases seen. From this fact alone, it 
would seem to me that the medical fraternity, 
as a whole, is sadly negligent when it allows 
over ninety per cent of prostatic careinomata to 
pass unnoticed until satisfactory relief is an im- 
possibility. 

In spite of the fact that Young and Randall 
have shown conclusively that carcinoma of the 
prostate does not always originate in the pos- 
terior lamella, we do know that practically eighty 
per cent form there and, were this information 
to be universally prominent in every medical 
man’s mind, when examining a man over fifty 
years of age, I am strongly inclined to believe 
that instead of a measly five per cent of these 
eases of cancer of the prostate being found suit- 
able for possible cure, either by radical removal 
or radium, a much larger proportion of pa- 


treatment 
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tients with such a malignancy would be given 
a further lease of life. 

Early diagnosis is surely of equal importance 
in cancer of the prostate as with that found in 
other parts of the body and when the sim- 
plicity of a rectal examination is considered, the 
appalling negligence in the early observance of 
this condition is a sad reflection on the thor- 
oughness of many of our present day practi- 
tioners. 

Given one of the five per cent early cases, 
where malignant process is limited to tissues 
within the prostatic capsule, I fully agree with 
Dr. Smith that the desirable mode of procedure 
is radical removal, as first suggested by Dr. 
Young in 1905. In the hands of men trained 
in perineal surgery, such a removal of the pros- 
tate is quite feasible and logical, especially so 
when one considers the density of the capsule 
surrounding the prostate. 

In those cases where the carcinomatous proc- 
ess is so extensive as to rule out radical opera- 
tion, I believe that radium has a certain useful- 
ness sometimes in not only inhibiting the growth 
of the tumor but often causing sufficient 
shrinking to allow more perfect drainage. 

In my opinion deep x-ray therapy should be 
reserved entirely for relief of pain caused by 
metastasis. Its usefulness is apparently limit- 
ed to this narrow confine. In considering a 
treatment suitable for the cases of prostatic 
cancer with the extensive metastasis or growth 
involving the vesicles in which urinary obstruc- 
tion is present, I have recently become enthused 
with the marked possibilities afforded by the 
new prostatic resector designed by McCarthy of 
New York. Instead of being compelled to sub- 
ject a patient with obstructive carcinoma to a 
perineal operation or to a suprapubic cystotomy 
with its accompanying drainage for life, with 
the electrotome, it is possible under perfect vi- 
sion to remove sufficient tissue from about the 
vesical orifice so as to allow almost if not com- 
plete emptying of the bladder at each voiding. 

Such procedure is accompanied by practical- 
ly no shock and confines the patient to the hos- 
pital for a comparatively short period. In my 
opinion such a resection of a carcinomatous pros- 
tate affords the nearest approach to an ideal re- 
sult in this particular type of prostatic cancer 
that is at present available. 

In conclusion I would again make an urgent 
plea for a more universal, rectal examination of 
men over fifty years of age. 

Since we have had educational campaigns for 
the early detection of carcinoma in the breast 
of women why should it not be logical that we 
have a similar campaign for the early diagnosis 
of cancer in the prostate of men and thereby 
afford operators, skilled in perineal surgery, a 
more favorable chance for accomplishing real 
cures in this type of disease ? 


Dr. ALFRED Jr., Portland, Maine: 
A famous surgeon, Dr, Charles H. Mayo, made 


the remark that whatever one does for a patient 
with carcinoma of the prostate gland is certain 
to be wrong. It surely presents a difficult prob- . 
lem to make a decision as to what treatment will 
make a patient comfortable for as long a period 
as possible, for, as ordinarily observed, patients. 
consult the surgeon when the disease is too far 
advanced for any real hope of a radical cure. 


Dr. Smith reports exceptionally fine results. 
and is to be congratulated upon his success in 
the performance of the total extirpation of the: 
diseased prostate, and says with modesty, that 
it is not a difficult operation to do, with which 
statement I think some of us will be inclined to: 
disagree. 

The removal of the diseased prostate, together’ 
with the seminal vesicles and bladder neck as. 
advocated by Young, would appear to be a diffi- 
cult procedure to the large number of men who 
are accustomed to perform their prostatic sur- 
gery by the suprapubic route. In the hands of 
men like Dr. Smith, Dr. Young and others thor- 
oughly experienced in the perineal approach to 
the prostate, the operation would seem to be 
the method of choice in selected cases, but if 
attempted by the inexperienced, before they at- 
tain the necessary skill to perform this pro- 
cedure successfully, I fear that there would be 
unfortunate results and incontinent persons who 
are not usually grateful patients. 

The only cases I have known to be cured of 
eancer of the prostate have been those in which 
the gland was supposed to be benign at the time 
of operation and carcinomatous areas have been 
later found by the pathologist. When the dis- 
ease is not too far advanced, the removal of 
the prostate as thoroughly as possible supra- 
pubically, often gives a patient relief for a con- 
siderable period. While I am not able to give 
definite figures, I have a number of patients, 
living in comparative comfort, on whom this 
procedure was followed two or more years ago. 
I have also seen poor results, when this pro- 
cedure was followed, in which it would have been 
much better to have left the prostate undis- 
turbed. 

My experience with radium implantation has . 
been limited to comparatively few cases, and I — 
am not able to form an opinion as to its value 
in carcinoma of the prostate from personal ob- 
servation. There appear to be favorable results 
and others quite discouraging. My feeling is 
that the results are not sufficiently satisfactory 
to justify us to urge patients to undergo this 
treatment with the expense and at times marked 
discomfort following its use, but with the full 
understanding on their part of the possibilities, 
its use should be encouraged in selected cases. 

Transurethral prostatectomy would seem to 
offer a palliative measure for relief of urinary 
obstruction and may do away for the most part 
with partial prostatectomy. 

When the disease is far advanced and invades 
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the trigone and metastasis has taken place, I 
believe that the prostate should not be disturbed, 
and that patients would be more comfortable 
and live longer with permanent suprapubic 
drainage. <A quite satisfactory drainage ap- 
paratus has been devised enabling patients to 
move about freely. 

For the relief of pain due to bone metastasis 
massive x-ray therapy is of much service. 


Dr. ArtHuR L. CuutE, Boston, Mass.: This 
subject has interested me greatly for the past 
20 years during which time I have been trying 
to decide what was the best treatment for car- 
cinoma of the prostate, and I think Dr. Smith 
is to be greatly congratulated on his very tem- 
perate paper. There are, however, some points 
about which I do not entirely agree with him. 

A short time ago I looked up 211 operations 
that { had done upon patients with carcinoma 
of the prostate. In a general way three-fourths 
of these cases were treated by subcapsular or 
partial perineal prostatectomy, while about one- 
fourth were done suprapubically; a complete 
perineal prostatectomy was done in but one in- 
stance and that patient died in two years; ra- 
dium was used in a little over twenty per cent 
of the cases in doses that varied from 600-1800 
milligram hours. A number of patients were 
operated a second time and one or two a third 
time. One patient who was operated upon in 
1911 died in 1930 of coronary thrombosis. He 
had no signs of recurrence at any time. This, 
so far as I know, is the only one of my patients, 
with a positive microscopical diagnosis of car- 
cinoma of the prostate, who has lived more than 
eight years following operation, but about this 
patient there is a question. Although the late 
Dr. Arthur T. Cabot, a keen clinician, thought 
that the prostate both before and after removal 
was carcinomatous, and although two pathol- 
ogists reported carcinoma on microscopical ex- 
amination, we were unable to find the slides at 
the time that this man’s continued health made 
it most desirable to reéxamine them. They were 
reported to have been destroyed when the late 
Dr. William Whitney’s laboratory was dis- 
mantled following his death. This is the only 
ease in which a patient has remained well prac- 
tically indefinitely, but our inability to verify 
the pathological diagnosis of 20 years ago casts 
some doubt upon it. 

It has been my experience that as a rule as 
soon as one can make a clinical diagnosis of car- 
cinoma of the prostate, extension of the disease 
has already taken place and the most that we 
ean hope is to palliate the trouble. 

This is well illustrated by a patient of 60 
whom I saw with a little bladder irritation in 
1916. He came in occasionally over a period of 
three years. Sounds and mild irrigations re- 
lieved his discomfort. I then missed him for 
some time and, on his return, one side of his 
prostate was slightly suspicious. I did a perineal 
removal which showed adenocarcinoma. He did 


very well for some four or five years, but died 
between six and seven years after operation. A 
short time before his death I examined him. He 
had metastases in his spine, as shown by x-ray, 
great thickening of the crest of his right ilium, 
a clear but concentrated urine, nothing abnor- 
mal to be felt by rectum, no evidence of any 
suprapubic thickening. In this case the metas- 
tasis had taken place by the time clinical diag- 
nosis was possible. There was no recurrence 
locally following partial prostatectomy. 

Cases of this sort make me wonder if we are 
justified in doing the complete perineal removal, 
a more serious operation, as a routine. It is 
my belief that by the time we can make a clini- 


eal diagnosis that metastasis has taken place in 


the vast majority of patients, that all we can 
hope for in these cases is to relieve the reten- 
tion element; that the operation which gives the 
patient relief from retention during his life- 
time, with the least mortality, is probably the 
best one. It is going to require a careful study 
of operated cases over the next few years to 
determine this. 

All of us, I think, have been disappointed 
in the use of radium as a curative agent in car- 
cinoma of the prostate; the smaller doses give 
little apparent result, the big ones also seem 
to have little result but often make the patients 
very uncomfortable and may cause great harm. 
I think the knowledge that radium has been 
used gives a certain mental comfort to some pa- 
tients; perhaps this may justify its occasional 
use. 

I congratulate Dr. Smith on his valuable and 
interesting paper. 


Dr. J. DELLINGER Barney, Boston, Mass.: I 
should like to stress some of the points brought 
out by Dr. Smith and by Dr. Wilder. 

In the first place, in regard to early diag- 
nosis which is in some eases impossible, or just 
isn’t made. It is a very important thing to 
make it and it is often not made because of 
certain difficulties such as overlying edema or 
because the malignant portion of the prostate is 
overlaid by adenomatous tissue. I think large- 
ly it isn’t made, or to a certain extent it isn’t 
rade because, as I think Dr. Wilder said, ree- 
tal examination is often not a part of a routine 
examination. 

It matters little what ailment the patient 
complains of, I think that a rectal examination 
should invariably be made as it will often throw 
a surprising amount of light on the condition. 

If these early diagnoses could be made, un- 
doubtedly Dr. Smith’s figures of from 5 to 10 
per cent of cases which were suitable for a total 
perineal prostatectomy would be increased. We 
must remember that in all cases of obstruct- 
ing prostate, about one in every four or five 
are in men who have cancer. It is a pretty 
high figure. While we may not raise that figure, 
I think we will raise the figure of the cases suit- 
able for the total operation, but, as it is now, 
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apparently there are about ninety per cent or 
thereabouts of men who cannot have a total 
perineal prostatectomy and therefore we have 
to do something else for them. 

In many of these cases metastases already 
exist and where they already exist and where 
they can’t be much influenced by x-ray or other 
treatment, it seems too bad to subject them to 
any more operative procedures than are really 
necessary. 

As Dr. Chute has said, after all, it is a palli- 
ative procedure and whereas cystotomy used to 
be done and probably always will be done to a 
certain extent, as Dr. Wilder pointed out, the 
new method of resection as developed by Mc- 
Carthy, Davis and others is’ going to be of 
‘tremendous value. I have had a very brief ex- 
perience with it but in cases which have already 
been operated by the suprapubic or perineal 
route and in other ‘tases which have not been 
operated, it certainly does give very extraordi- 
nary relief. Men with almost complete reten- 
tion have been able to function perfectly nor- 
mally and comfortably over a period of at least 
months. I have not done it long enough to 
know how much longer they will continue, but it 
is much less of a surgical procedure than par- 
tial prostatectomy either suprapubic or peri- 
neal, and if obstruction again recurs, it can be 
again removed by resection, so far as I can see. 

There are certain cases of perhaps more ad- 
vanced carcinoma which do not lend them- 
selves to that method of procedure and there- 
fore it remains only to do a suprapubic cystot- 
omy on them. 

I join with Dr. Chute and Dr. Wilder in pay- 
ing homage to Dr. Smith’s modesty and not 
only that but also his ability. I have watched 
the work which he has done and if you want a 
perineal prostatectomy, I think it could be done 
very well in his hands. 


Dr. T. N. Hepsurn, Hartford, Conn.: Mr. 
President and Gentlemen—I am still inexperi- 
enced enough to be delighted with the optimis- 
tie report which Dr. Smith has given in his pa- 
per. I think nothing is more discouraging to 
the urologist than to hear the almost one hun- 
dred per cent gloomy prospect which carcinoma 
of the prostate gives. The prospect is stressed 
by every man with great experience in cancer 
of tie prostate. 

Personally, I have never saved, by conscious 
effort, a cancer of the prostate. I have two 
cases reported pathologically as cancer in the 
routine examination at the laboratory of our 
removed prostates, which, however, have sur- 
vived without any return for a number of years. 
They were still localized and made symptom- 
free by the removal of the adenoma. 

The perineal operation as suggested by Young 
and reported on today by Dr. Smith, is to my 
mind the only scientific surgical approach by 
which this problem may be solved and I wish 
to give the result of my rather slight experience, 


which is that none of the cases have died as the 
result of the operation. These cases have been 
relieved of pain, I think, as compared with those 
drained suprapubically, though they finally 
died of cancer. 

I wish that Dr. Smith had given a detailed 
report of the condition of his seventeen surviv- 
ing patients, as to whether they are living a 
comfortable life. 

I feel that the only time that we can cure 
these patients is when we zet them early, and 
yet I question, in the long run, whether the get- 
ting them early may not do more harm than 
good to a number of individuals. The diagnosis 
is exceedingly difficult and if you are going to 
get them early enough to really cure them, I 
feel that many prostates are going to be re- 
moved that are not cancerous and the patient’s 
condition may be left worse than it was before. 

I should also like to give a little warning in 
regard to Dr. McCarthy’s instrument, which is 
used so facilely in the hands of many urologists. 
It is a good-sized instrument and a bladder neck 
with a carcinoma of the prostate on one side 
or around it which will admit that instrument 
is a pretty wide open bladder neck. If not wide 
open this big instrument will start bleeding 
which may require a suprapubic cystotomy to 
remedy. I am inclined to think that a great 
deal of harm is going to be done to patients 
whose bladders are functioning, by inexperi- 
enced men trying to introduce this instrument. 

If nonfunctioning, bladder necks obstructed 
by cancer of the prostate can be more rapidly 
reamed out or burnt out through a suprapubic 
incision. While Dr. MeCarthy’s instrument is 
a good one, it cannot perform miracles. 


Dr. GeorceE C. WiiKins, Manchester, N. H.: 
I hesitate to thrust myself into a discussion 
among urologists, but I want to point out one 
or two obvious reasons why the radium treat- 
ment of the prostatic cancer is a failure. 

In order to treat cancer successfully by radia- 
tion, it is absolutely necessary that every part 
of the cancer be radiated, and if you think of 
the anatomical situation of the prostate and 
the manner of your approach to it, you can see 
very readily that it is almost impossible to place 
implants or needles so that every part of that 
cancer tissue can be reached by radium. 

Even in the hands of Dr. Dean, Dr. Barrin- 
ger’s assistant, and I have seen some very in- 
teresting x-rays showing the location of his 
implants after they have been placed in the 
prostate and they show apparently very good 
distribution, there are still areas of prostate 
two to three centimeters, perhaps, in width, that 
are not being radiated. 

That is one of the principal reasons why it 
is very difficult to radiate the prostate and the 
approach must be either from the bladder or 
from the rectum, and the other side we cannot 
feel while the radium is being introduced, and 
if we accept that dictum that it is impossible 
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thoroughly to radiate the prostate, as I believe, 
then there is nothing left except operation and 
I hope thut Dr. Smith’s prediction will come 
true. 


Dr. Grorce G. SmitTH (closing the discus- 
sion): I think Dr. Wilkins has put his finger 
on one of the main difficulties with the treat- 
ment of cancer of the prostate by radium. An- 
other great difficulty is that in my hands the 
degree of suffering which the patient has had 
from the effect of the heavy dose of radium in 
the prostate to the bladder mucosa has been at 
times terrific, and it has made me pause a long 
time before advocating this treatment. 


Dr. Wilder has brought out very well the 
question of the necessity of early diagnosis. Now 
it seems to me that that is what we should strive 
for in this condition. I think if the prostate 
feels suspiciously hard to the examining finger 
on consecutive examinations, and is not inflam- 
matory, that patient should have the prostate 
exposed perineally, which is not much of an op- 
eration; a section could be removed for frozen 
diagnosis. If that proves to be malignant, then 
total prostatectomy should be done. If it is not 
malignant, the patient could be sewed up with 
a drain and would probably be all right in a 
week or ten days. 

Dr. Hepburn brings out the point whether 
some of these people would not be worse off if 
they had their prostates removed early in the 
course of carcinoma. I don’t know in just what 
way they might be worse off, and whether he 
means from the point of view of control. In 
‘the eases that I have done, the condition of con- 
trol is known in thirty-five cases. Twenty-eight 
of these had perfectly satisfactory control, that 
is, they might leak a few drops on getting up 
or coughing or sneezing, but they did not have 
to wear a urinal, and they were comfortable. In 
three the control was poor. Four had no con- 
trol. One of those also had tabes and one was 
a mental case that had had a cerebral throm- 
bosis and was mentally deficient, but in the 
great majority of them complete control, i.e., 
satisfactory control, can be expected. 

In regard to the matter of cure, I have Hugh 
Young’s figures and he says of the thirteen who 
are alive and free from recurrence or metas- 
tasis, six have gone five or more years since op- 
eration. Of the eleven who have died without 
recurrence or metastasis, five lived five or more 
years. He had three autopsies on cases dying 
one year, three years, and six and one-half years 
later, with no cancer discoverable. 

Among those living and well, one was operat- 
ed on seventeen years ago, one thirteen, two 
seven, and one six. Two died without recur- 
rence nine years after operation, two seven 
years after, and one six years after. 

My point in this whole discussion is that if 
we can only make the diagnosis of this condi- 
tion earlier, and I think we probably have sev- 
eral years’ leeway in which to do it, then a 


total prostatectomy would give these patients 
in some cases cure and in all cases relief because 
practically none of them have recurrence of urin- 
ary obstruction or any recurrence of bladder 
trouble afterward. They die of metastases or 
sometimes of local recurrence outside the blad- 
der which impinges on the ureters, but in all 
except two cases out of this series, the function 
of the bladder was maintained without any trou- 
ble until the last day. 

Of the cases that are living and apparent- 
ly well, I have examined almost all by ree- 
tum and if I could feel any induration there, 
I put them under the heading of ‘‘living with 
metastases or recurrence.’’ These seventeen 
had soft bladder bases and were perfectly com- 
fortable. Some of them didn’t know they had 
ever had a carcinoma and they were going about 
the pursuit of their daily work without any 
symptoms referable to the bladder. 
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HE Fracture Committee of the New Eng- 

land Surgical Society has been quite active 
in the past year attempting to interest various 
State and County Societies in a proposed Frac- 
ture Demonstration brought to the Societies by 
men qualified for such work and on salary. 

It is proposed to attempt to raise sufficient 
funds to employ two doctors full time for one 
vear. These men are to make a tour of New 
England, visiting each local medical society and 
demonstrating by means of moving picture 
films, x-rays, ete., approved methods of han- 
dling some of the more common fractures of the 
long bones. These lectures are to be well ad- 
vertised and sponsored by the New England 
Medical Council in ecodperation with the New 
England Surgical Society and the various State 
and County Societies. 

It was hoped that funds to carry on this 
work might be obtained from some organiza- 
tion like the Commonwealth Fund. The execu- 
tives of this Fund are inclined to show some in- 
terest in the project but are not willing to 
finance it unless the various State Societies will 
contribute something toward the expenses and 
indicate their interest in this form of graduate 
teaching. 

The Massachusetts Medical Society did apPTo- 
priate $500 toward graduate teaching 4#¢ 4p- 
proved of using this fund or a part of it for 
fracture teaching. The Rhode Island State So- 
ciety appropriated $50 for fracture teaching. 
Other State Societies have the matter before 
them and we hope will contribute according to 
their financial ability. 

CHaARLEs L. SCUDDER, 
Ropert J. GRAVES, 
Artuur W. ALLEN, Secretary. 
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THE PHARMACOLOGY OF DIGITALIS IN RELATION 
TO THE THERAPY OF HEART DISEASE* 


BY HENRY A. CHRISTIAN, M.D.t - 


HE story of the pharmacology of digitalis 

has much in it that is instructive to the 
clinician who is planning the treatment of pa- 
tients with evidences of having a diseased heart. 
To those pharmacologists, who have done so 
much to unravel the several ways of action of 
digitalis, the clinicians owe a debt of obligation. 
The story of their work is a long one, and there 
is not time available this evening to touch on 
more than a few of their investigations and to 
show how these influence our methods of pre- 
seribing digitalis. 

We give a patient a dose of digitalis by any 
one of several routes; in due course of absorp- 
tion and circulation, the digitalis reaches the 
myocardium. As it passes along the coronary 
capillaries and through the cardiac cavities, part 
of it leaves the circulation and enters the cells 
or fibers of the myocardium. For some time 
nothing happens. Then changes begin to de- 
velop, changes which constitute what we term 
the digitalis effect and which continue with de- 
creasing activity over long periods of time, some- 
times as long as three weeks. After the digi- 
talis enters the heart muscle for a very brief 
time it can be removed easily; at the end of this 
brief period it has become fixed in the heart mus- 
cle and by no known means can be removed. So 
far this digitalis has had no demonstrable ef- 
fect on the heart muscle. Gradually, however, 
this digitalis, bound to the heart muscle, is con- 
verted into another substance, and this sub- 
stance exerts a digitalis action. In producing 
this action this digitalis body, so far as we 
know, disappears, and nothing resembling digi- 
— leaves the heart to be excreted from the 

y. 

The active principles of digitalis are gluco- 
sides and our pharmacopoeial preparations of 
digitalis contain several of these glucosides. 
After ingestion of digitalis, glucoside absorp- 
tion and fixation by the heart muscle take place. 
Within the heart muscle the absorbed, fixed glu- 
cosides are gradually split into.two components, 
one an aglykon or genin, which exerts the digi- 
talis action, and the other a sugar, which is 
ineyt. For example, digitoxin, derived from 
digitalis, is split into digitoxigenin (C23;3H340) 
and three molecules of digitoxose (CgH320,4), 

“which is a sugar. Similar cleavage takes place 
in other digitalis glucosides, resulting in differ- 
ent genins and different sugars. 

The way in which digitalis is absorbed, fixed 
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and split, as described above, has very impor- 
tant bearings on our clinical use of digitalis. 
It has been seen that there is a latent period 
between the administration of digitalis and any 
effect. This latent period always is present in 
whatever way we give digitalis, though it is 
possible to decrease the duration of the latent 
period by the route and rate of introducing the 
digitalis into the body. Furthermore, after digi- 
talis action begins, there is a further interval, 
not very long, before its maximum effect is 
reached. Finally when digitalis once has been 
given and absorbed into the circulation, it en- 
ters the heart muscle and in a few seconds is so 
firmly bound there that it cannot be displaced. 
In clinical terms this means that the effect of a 
single dose of digitalis cannot be judged until 
after a certain interval has elapsed following 
the administration of the drug and that, if more 
than is desirable is given, there are no means 
by which the excess can be removed from the 
heart muscle. There is no known effective anti- 
dote to too much digitalis other than time, which 
permits of the gradual utilization of the amount 
given. Consequently it is important in the treat- 
ment of marked cardiac insufficiency to give digi- 
talis in a large enough dose while avoiding an 
excessive amount and for the first dose to give 
enough to obtain as prompt an effect as is pos- 
sible. On this basis we treat, with digitalis, car- 
diac decompensatiun. 

There has been emphasized so far that digi- 
talis is first fixed in the heart muscle and then 
there split into a form that has a digitalis ac- 
tion and that this splitting is a gradual process 
continued with diminishing amount of avail- 
able active digitalis substance over a long period 
of time. This feature of the pharmacological 
action of digitalis permits of a subsequent dose 
to be given at the time the effect of the first 
dose is declining and thus to restore the effec- 
tiveness of the digitalis action. This is the un- 
derlying principal of the maintenance of digi- 
talis action in our patients over periods of days, 
when such is desired. 

If the second dose follows the first at too 
short an interval in proportion to the size of the 
dose, the amount of digitalis glucoside fixed in 
the heart muscle, instead of being restored to 
its original level, is increased. Repetition of 
doses of this same size at the same interval will 
result now in a steady increase in the amount 
of fixed glucoside until a toxic level is reached. 
Doses repeated in this way thus become toxic, 
when the single dose is not toxic. This is what 


we call the cumulative action or effect of digi- 


talis and explains why, after a certain period of 
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efficient and desirable action, toxic digitalis ef- 
fects can appear with no change -of dose. 

Since digitalis glucoside is gradually used 
up by the heart muscle, when toxic effects have 
developed, digitalis dosage should be stopped 
completely until the level of digitalis fixed in 
the myocardium has decreased to the point of no 
longer producing the desired digitalis action. 
Then dosage should be recommenced in smaller 
amount or at longer intervals so as to maintain 
but not exceed the level of dosage which is re- 
garded as having an optimal effect in the given 
patient. Such a level constitutes what we term 
a or or continuation dose of digi- 
talis. 

Certain other observations of the pharma- 
cologists have an important bearing on the ther- 
apeutic use of digitalis. These concern rela- 
tions between the concentration of digitalis in 
the coronary circulation and cardiac cavities, 
the time of flow and the mass of the heart mus- 
cle. In isolated hearts of animals it has been 
shown that the amount of digitalis fixed by the 
heart muscle is proportionate to the concentra- 
tion, the time of flow remaining the same, 
whereas the fixation varies inversely with the 


shortening of time of flow, the concentration re-. 


maining unchanged. Digitalis fixation also 
varies directly with increase in the mass of 
heart muscle. 

If with an artificial circulation of blood to 
the heart are added to the system one by one 
single structures such as the lungs, the liver, 
the kidney and the skeletal muscles, arranged so 
that the bload containing digitalis flows through 
these before reaching the heart, the amount, if 
any, of digitalis taken up by these structures 
ean be determined by appropriate pharmacolog- 
ical methods of investigation. It was found that 
if a dose of digitalis sufficient to kill the heart, 
when circulated directly to the isolated heart, 
was sent first through these other structures, 
with the exception of the lung which fixes no 
digitalis, the dose was no longer sufficient to 
kill the heart, because these other structures 
had the power of fixation of digitalis in their 
cells and for each gram of tissue there were cer- 
tain ratios to heart fixation as follows: 


Heart Muscle Liver Kidney 
Digitoxin 1 1/14 1/4 1/2 
Ouabain 1 1/10 1/5 1/2 


As skeletal muscle bulks so large in animal 
and man, skeletal muscle can fix more digitalis 
than can the heart, though gram for gram of 
weight heart muscle fixes fourteen times as 
much as skeletal muscle. Except in the kidney, 
digitalis fixed in tissues other than the heart 
appears to exert no effect. 

Now it we apply these facts in our therapeu- 
tic use of digitalis, we see at once that, if dig- 
italis is given intravenously, since it only passes 
through the lung, which fixes no digitalis, en 
route through the heart, the heart will receive 


the full amount of injected digitalis and fix and 
utilize an amount proportionate to the concen- 
tration of it as it passes through the heart, the 
rate of circulation remaining unchanged, and 
that of what escapes from the heart into the 
general circulation very little, if any, ever re- 
turns to the heart because it is taken up by 
liver, kidney, skeletal muscle, ete. In other 
words the dose of digitalis used intravenously, 
i.e., its concentration in the blood, must be large 
enough to allow the heart muscle to fix the 
needed amount as it circulates primarily 
through the heart muscle, since there will be no 
return of digitalis after the blood enters the 
systemic circulation, and this amount needs to 
be relatively large for the time of its passage 
through the heart muscle is brief. 

In contrast, if digitalis is given by mouth, it 
is absorbed and passes into the portal cireula- 
tion to go through the liver on its way to the 
heart and pulmonary circulation. The liver by 
reason of its bulk fixes about as much digitalis 
as does the heart muscle, thus reducing corre- 
spondingly the amount of digitalis that reaches 
the heart muscle. Thus it should be necessary 
to use a much larger dose of digitalis by mouth 
than by the intravenous route to produce the 
same effect on heart action. Clinically, how- 
ever, the difference needed in dosage between 
these two routes is not great, because another 
factor enters into consideration, namely the 
time during which the digitalis is in the cireu- 
lation. This is short for digitalis given intra- 
venously, but owing to prolonged absorption 
through the gastro-intestinal mucosa, when 
given by mouth, digitalis is in the circulation 
for a much longer time. Apparently these two 
factors, fixation by liver and prolonged time of 
flow of digitalis about offset each other and re- 
duce very greatly the observed difference of ef- 
fect whether digitalis is given intravenously or 
by mouth. 

Rectal administration obviously is essentially 
like mouth administration in these respects and 
intramuscular administration like intravenous 
except for some local fixation by muscle before 
the digitalis is absorbed into the circulation 
when introduced intramuscularly. Were digi- 
talis given by intra-arterial injection into the 
aorta a very large dose would be required, for 
the systemic tissues would fix a very large 
amount of digitalis and so greatly reduce the 
concentration of that getting to the heart. 

As already stated, the rate of flow through 
the heart muscle of blood containing digitalis 
has an influence on fixation, the slower and more 
prolonged the flow the greater the fixation, con- 
centration remaining unchanged. Clinically it 
has been long known that digitalis given to a 
patient with a heart functioning normally or 
nearly so, causes much less change in function 
than the same amount given to a patient during 
cardiac insufficiency. Why is this so? In car- 
diac insufficiency the circulation everywhere is 


ty 


68 


DIGITALIS IN THERAPY OF HEART DISEASE—CHRISTIAN 


N. E. J. OF M. 
JAN. 12, 1933 


slowed and inefficient. This is true for the cor- 
onary as well as for the peripheral circulation. 
Also the emptying of the coronary circulation, 
including the veins of Thebesius, depends on 
the vigor of systolic contraction of the ventri- 
cles, and this is decreased in cardiac decom- 
pensation, some of the blood not being removed 
from the heart at the completion of systole but 
remaining in the coronary vessels and cardiac 
cavities. These changes prolong the time of 
the contact between digitalis in the circulation 
and the heart muscle, resulting in the fixation 
of more digitalis by the myocardium than when 
the flow of blood is rapid and the systole of the 
ventricles vigorous. This results in a greater 
digitalis effect from a given dose of digitalis 
during the stage of cardiac decompensation 
than after compensation is restored. In a way 
then the heart automatically adjusts itself to 
its digitalis needs, so as to get more effect from 
a given dose of digitalis when the function is 
poor and needing help than when function is 
better and less in need of a boost. 

It has been pointed out that there is a direct 
relationship between muscle mass and fixation 
of digitalis; concentration and time of flow re- 
maining unchanged, a hypertrophied heart 
fixes more digitalis than one of normal weight 
and so gets more effect from a given dose. This, 
too, has an influence on our methods of cardiac 
therapy with digitalis, giving us proportionate- 
ly more effect from a given dose of digitalis 
when the heart is hypertrophied than when nor- 
mal in size. 

What effect, if any, does digitalis have on 
the size and efficiency of the heart, when given 
for a considerable period of time? At an early 
date digitalis was supposed to increase the work 
of the heart, and it was believed that such in- 
creased work would cause the heart to hyper- 
trophy. Cloetta, however, tried this out some 
twenty years ago by giving digitalis to animals 
for months and found that in contrast to con- 
trol animals not receiving digitalis the heart be- 
came smaller instead of larger. More recently 
he has carried out the same experiment on ani- 
mals with experimental aortic insufficiency and 
found that in those receiving digitalis the heart 
showed less hypertrophy than in those not re- 
ceiving digitalis; giving digitalis reduced the 
increase in weight of the heart with aortic in- 
sufficiency from 80 per cent to 38 per cent above 
that of controls without valve lesion. Cloetta’s 
work suggests that digitalis retards cardiac hy- 
pertrophy. 

Furthermore, when he tested these hearts as 
to their absolute reserve energy, he found that 
digitalis-treated hearts with aortic insufficiency 
were almost equal in reserve energy to the 
* hearts with normal valves, while the untreated 
hearts with aortic insufficiency were much more 
rapidly exhausted. This indicates that digitalis 
had retarded detrimental effects on cardiac 
function. 


For a long time I have held the view that 
eardiac hypertrophy, as we see it clinically, is 
an undesirable process. There are many pa- 
tients who die as the result of chronic non-val- 
vular cardiae disease, or myocardial insufficien- 
ey or myocarditis or myopathy, whichever of 
these terms you prefer to use, who at autopsy 
show almost nothing abnormal besides cardiac 
hypertrophy and evidences of chronic passive 
congestion of the viscera. One is tempted with 
the idea that excess size in a viscus essentially 
composed of a muscle layer about a cavity has 
caused its breakdown in function; an idea not 
so improbable, as at first it might seem, if you 
recall that as the viscus enlarges the cavity en- 
larges and that it requires an increasing amount 
of work to empty an increasingly capacious cav- 
ity against an unchanging resistance. Cloetta 
expressed in 1929 somewhat the same idea in 
these words: ‘‘Contrary to the former concep- 
tion, I now consider every heart with dilatation 
and hypertrophy as in an abnormal state and 
of diminished efficiency. As a result of experi- 
mental investigations, I now understand that a 
dilated and hypertrophied heart encounters 
greater difficulties, as the demands on it in- 
crease, than the heart of normal size, mainly 
because it is unable to count on ‘physiologic’ 
adaptation for overcoming the extra work; its 
power of adaptation is decreased.’’ 

Cloetta’s animal experiments and these ideas 
as to the disadvantages of cardiac hypertrophy 
lead to the conclusion that digitalis is a desira- 
ble remedy to apply to patients with enlarging 
hearts, even before they show any evidences of 
decreasing function. The old idea of a ‘‘tonic 
dose’’ of digitalis has a new support, though by 
tonic I would understand larger doses of digi- 
talis than our predecessors applied as tonic 
doses, doses of 0.1 to 0.15 of a gram of pow- 
dered digitalis leaves or 1 to 1.5 ee. of tincture 
of digitalis per day. 

There is evidence that digitalis is more effec- 
tive in older than in younger patients. This 
relates to the varying water content of heart 
muscle at different ages and the hydrophilic 
effect of digitalis. So I am inclined to advise 
this use of digitalis before there are symptoms 


not for children but for adults, particularly ™ 


for adults past forty years of age, and especial- 
ly those still older, in whom some enlargement 
of the heart can be detected, or, if not detected, 
can be anticipated by reason of evidence of or- 
ganic valve lesion or of the presence of hyper- 
tension. If it is indicated, when there are no 
symptoms but only evidences of beginning car- 
diac enlargement, it is all the more to be recom- 
mended for patients with slight breathlessness 
on exertion and particularly in the older ranges 
of age. Digitalis under these circumstances is 
a medicament to be used daily, day in and day 
out, for the rest of the patient’s life. If digi- 


talis will serve to retard the development of 
cardiac enlargement, most probably it will act 
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to maintain an efficient circulation for a longer 
time than will be the case if the use of digitalis 
is limited to patients with obvious cardiac de- 
compensation. <A long clinical interest in car- 
diacs has convinced me that, once decompensa- 
tion has developed, best results are obtained 
from a daily digitalis ration maintained continu- 
ously thereafter. A shorter period of observa- 
tion of the effects of a daily digitalis ration be- 
gun before there are any evidences of cardiac 
insufficiency in patients in whom cardiac insuffi- 
ciency may be reasonably expected, and par- 
ticularly in those in whom cardiac enlargement 
can be detected, makes me believe this to be a 
worth-while procedure. Certainly I can see no 
reason to believe that, in any wise, injury can 
result from such use of digitalis. 

In my earlier clinical work I came to use 
pills of powdered leaves of digitalis and found 
this a very satisfactory preparation of the drug. 


A short time ago I looked up the record of the 
treatment of the cardiac patients admitted to 
my cere at the Peter Bent Brigham Hospital 
twenty years ago when that hospital was opened 
and found that they were given pills con- 
taining 0.09 gram of powdered digitalis leaves 
at varying time intervals. From time to time 
other forms of digitalis have been tried out, but 
always I have returned to pills of powdered 
leaves as fully as satisfactory in efficiency for 
mouth dosage as and cheaper than other digi- 
talis preparations. 

In closing, let me leave with you the idea 
that for mouth dosage to date no digitalis 
preparation on the market is better than pills 
of powdered leaves, judged either on the basis 
of clinical experience or of pharmacologic in- 
vestigation. How long this statement will be 
maintained is contingent on the fruits of investi- 
gations not yet made. 


RELATIONSHIPS BETWEEN EMOTIONAL STATES 
AND ORGANIC DISEASE* 


MAURICE FREMONT-SMITH, M.D.t 


VERY physician recognizes the existence of 

symptoms produced by emotional strain. The 
significance of these symptoms, however, is very 
differently interpreted by psychiatrist, internist 
and physiologist. 

To the psychiatrist, functional symptoms 
represent an escape mechanism through which 
the patient finds justification for past failure 
or reason for withdrawal from future situations 
which hold for him an element of danger. For 
the psychiatrist the little boy’s stomach-ache in 
the early school-morning represents a mechan- 
ism, unconsciously produced, which if success- 
ful eliminates the necessity of school for that 
day. Its purpose accomplished, the symptom 
‘disappears. From this point of view every emo- 
tionally produced symptom is an excuse. Al- 
though for secondary reasons the type of symp- 
tom presented would interest the psychiatrist, 
his essential emphasis would be laid on the pos- 
sible advantage to the patient resulting from 
the symptom. 

Until recently the physician has in his turn 
overemphasized the ‘‘organic’’—one might say 
the ‘‘anatomic’’—aspect of the picture. He has 
divided his cases into compartments according 
to the organ chiefly affected, labeling some 
‘nervous stomach’’, others ‘‘nervous heart’’, 
ete. Although he has taken some interest in 
the physiology, and has studied his cases by 
x-ray, gastric analysis or electrocardiogram, 
gross defects disproven, his interest has often 

*Read at the meeting of the American Climatological and 
Clinical Association at Atlantic City, May 6, 1932. 
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waned both in the organ under investigation, 
and, too often, in the patient himself. ‘‘There 
is nothing wrong’’, he has said; ‘‘Go away and 
forget it’’ (and parenthetically he has added 
‘in any case, go away!’’ 

For the past twenty years a few physiologists 
have been asking themselves whether anything 
happens to the organs of the body in the pres- 
ence of emotional tension and have brought evi- 
dence to prove that under emotional stress a 
change in organic function does take place. 

I will refer very briefly to a few observa- 
tions by Pavlov and Cannon and their collabora- 
tors which prove that there exists a direct rela- 
tionship between emotional states and the fune- 
tion of bodily organs. 

Pavlov as is well known prepared dogs in such 
a way that the parotid secretion could be col- 
lected and measured. When such a dog was 
shown food, the parotid began to secrete, and the 
rate of secretion could be quantitatively deter- 
mined. He then developed in these dogs what he 
ealled a conditioned reflex. That is, on every oc- 
easion that food was presented to the dog, he 
rang a bell. After a certain number of repeti- 
tions of this maneuver, it was found that the dog 
secreted saliva whenever the bell was rung even 
though, no food was shown. The response final- 
ly became invariable and could be elicited even 
after weeks of disuse. The mere ringing of the 
bell would cause a flow of saliva and this flow 
would take place always at a constant rate. 

In 1924 there was a great flood in Petrograd, 
and the dogs were rescued from the laboratory 
with difficulty. Ten days later when these dogs 
were tested for their conditioned reflex, it was 
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found to have completely disappeared. Before 
the flood they had invariably responded to the 
stimulus by the secretion of saliva; after the 
flood the reflex had ceased. Pavlov found that 
if an experimenter with whom the dogs were 
familiar stayed in the room with them, the 
conditioned reflex would to a limited extent re- 
turn; the sound of a stream of running water 
—” however, immediately inhibited the re- 
ex’, 

We have here evidence that an organ which 
responds under normal conditions to a certain 
stimulus, may be through fear entirely inhibited. 
Pavlov was able to show by another experiment 
that not only fear, but other emotional strains 
may act as inhibitory stimuli. 

A certain tone was made a conditioned food 
stimulus by its repeated simultaneous applica- 
tion with food. The dog would now always 
respond to this tone by the secretion of saliva. 
At first other tones differing not greatly from 
the original would also call forth parotid se- 
eretion; but by repeatedly showing food while 
the original tone was sounded, and never ac- 
companying the slightly different tone with food, 
the dog could be trained so that there would 
always be a response to the original tone (1000 
vibrations per second) and never any response 
to the second tone (1012 vibrations per sec- 
ond). It was found, however, that this second 
tone produced not only no response, but had an 
actual inhibitory effect. In the experiment with 
the dog Dogonyai? when the positive tone (1000 
vibrations) was sounded the parotid secreted 4 
drops of saliva per half minute. This response 
was repeated and invariable. Then the negative 
tone (1012 variations) was sounded. There was 
no response. Five minutes later the negative 
tone was repeated ; again no response. Ten min- 
utes later when the positive tone was again 
sounded only one drop of saliva per half min- 
ute was secreted, and 19 minutes later only 3 
drops. 

When a tone quite different from the positive 
conditioning tone was used as a control, no in- 
hibition was observed. For example, in an- 
other experiment at 1:20 the positive tone re- 
sulted in 5 drops per half minute. A negative 
tone (differing by two whole tones from the 
original) at 1:40 gave no response; again at 
1:44, no response; but at 1:54 the positive tone 
gave the normal response of 4 drops per half 
minute, and again a normal response at 2:10. 

Pavlov says ‘‘thus we see that a fine differenti- 
ation (the negative differing by one eighth note) 
caused an intense inhibition, but a coarse differ- 
entiation (the negative tone differing by two 
notes) did not evoke any marked inhibitory ef- 
fect’’. 

The first experiment (performed immediately 
after the flood in Petrograd) demonstrates that 
during states of anxiety a stimulus which be- 
fore caused a positive reaction (flow of saliva) 


ceases to be effective. The second (the experi- 
ment of the two almost identical musical tones) 
shows that such a state of inhibition may be 
induced not alone by danger, but by a situation 


of strain, in this case the result of the very ~ “a 


great difficulty in differentiation. It is not nee- 
essary to emphasize the ‘‘organic’’, i.e., physio- 
logical nature of the change that has been pro- 
duced. In the one ease the parotid secretes; in 
the other there is no secretion. 

As you all know, Cannon and his collaborators 
have demonstrated other changes in bodily fune- 
tion to be the result of emotional states. Changes 
in gastrie motility and secretion, in blood sugar, 
in adrenalin content of the blood, in blood pres- 
sure and other functions have been shown to 
follow or accompany states of fear, anger, ete.*. 
Many of these changes are apparently associated 
with an overstimulation of the sympathetie por- 
tion of the autonomic nervous system. May 
even more fundamental or more permanent 
changes such as those which we physicians are 
accustomed to label ‘‘organic’’, also be the re- 
sult of emotional states, acute or chronic? Can- 
non himself raises this question and quotes a 
number of cases of hyperthyroidism, reported 
by Marafion, which apparently followed imme- 
diately upon acute emotional episodes. Cannon 
feels it is quite possible that certain organic 
diseases may be the result of immediately pre- 
ceding acute emotional trauma. 

Draper‘, in an interesting paper, reports a 
number of cases of gastric and duodenal ulcer 
in individuals evidently suffering from chronic 
states of emotional tension, and believes that in 
several instances not only did the patients show 
clinical improvement (without change of diet) 
following relief of the emotional stress, but in 
certain cases showed x-ray evidence of healing 
of the ulcer. He cited three cases of chronic 
ulcer, in which gastric hemorrhage occurred 
within a few hours following acute emotional 
storms; and Chester M. Jones® has seen a num- 
ber of hemorrhages following acute emotional 
episodes in eases of chronic peptic ulcer. 


The following two cases are illustrations of | 


an apparently related mechanism. 
During the fall of 1929 there was under my care 


a stockbroker 49 years old (Case 1824) who had had “«, 


for 20 years symptoms of duodenal ulcer. The di- 
agnosis was confirmed by x-ray. When first seen he 
was having typical hunger pains relieved by food 
or soda. Physical examination was negative—Was- 
sermann negative. On frequent feedings the pain 
was only partially controlled, and in September, 
1929, he was hospitalized. With rest and control of 
nocturnal gastric acidity, he became symptom-free. 
On the afternoon of October 29, he was in bed symp- 
tomless. He was brought the evening newspaper. 


As he read the headlines describing the stock-mar- 
ket panic, his ulcer pain suddenly reappeared, and 
was present when I visited him two hours later. 
The pain was so characteristic and appeared after 
so long a period of well-being that some causal re- 
lationship between ulcer symptoms and emotional 
tension seemed evident. On further questioning the 


VOL. 208 
NO. 2 


PROTEIN AND SALT THERAPY IN BRIGHT’S DISEASE—BUTLER 


71 


patient stated that on several occasions after an 
evening of family tension, his nocturnal pain had 
been more severe. This patient has had both psy- 
chiatric and physical treatment and for two years 
has been symptom-free. 


A similar case (Case 2278) was first seen last 
fall. This was a man of 39, single. A diagnosis of 
duodenal ulcer had been made by another physi- 
cian and confirmed by x-ray. The patient stated 
that the ulcer usually troubled him during the win- 
ter when his schedule became heavy, and also when 
he was under emotional strain. He complained of 
phobias, of feelings of panic and of feelings of guilt. 

In brief his story was this: Brought up by a 
domineering aunt, he had been early discouraged 
and as a reaction to this discouragement had devel- 
oped an exaggerated ambition with its accompany- 
ing fear of failure. He had become a perfectionist, 
and took his responsibilities and mistakes over-seri- 
ously. He believed he wanted to marry, but in spite 
of numerous abortive attempts to make a real friend- 
ship with a woman, he had never “found the right 
girl”. It was evident that marriage was one of the 
many things he feared, and he was unconsciously 
steering a course which would lead away from 
rather than toward marriage. His first attack of 
epigastric pain came on six years before, during a 
period of hurry and strain connected with a busi- 
ness trip. He would have pain for two hours after 
meals’ during periods of acute strain. But he told 
me that his ulcer symptoms had no close relation to 
food; that at certain times he could go for eight 
hours without food and experience no pain. If, 
however, he felt pressed by more work than he 
thought he could accomplish, or when annoyed by 
some even trivial occurrence, he might feel the ulcer 
pain within 60 seconds. The mere thought that he 
might not get his work done was sufficient to bring 
on gastric symptoms. During a period of real men- 
tal depression under my observation, no ulcer symp- 
toms occurred. 

This man has been under observation seven 
months. He has much greater insight into his dif- 
ficulties, and consequently far less sense of emo- 
tional strain. Although his diet has not been mod- 
ified, at the present time if he gets enough exercise 
and keeps his work up to date he is symptom-free. 


Cases such as these indicate that there can be a 
definite relationship between states of mind and 
uleer pain. If freedom from symptoms denotes 
healing, or, if the converse at least be true, that 
the presence of symptoms denotes activity of 
an existing ulcer, then all factors which tend 
to cause symptoms are detrimental and their 
elimination must be included in any plan of sue- 
cessful treatment. Just as in certain cases of 
angina where moderate exercise may well be 
tolerated, while emotional irritability may bring 
on an attack, so in some eases of peptic ulcer 
emotional tension may apparently be more 
harmful than neglect of dietary restrictions. 


Possibly neither the psychiatrist on the one 
hand, nor the clinician on the other, has suffi- 
cient appreciation of the real changes in the 
function of organs that accompany emotional 
stress, and stress sometimes of apparently very 
minor degree. The amount of conscious anxiety 
in fact may be no indication of the degree to 
which bodily function may be_ disturbed. 
Whether peptic ulcer or other so-called ‘‘dis- 
eases’’ such as angina, epilepsy, migraine, Ray- 
naud’s or Graves’ disease may be actually 
eaused by the changes in physiology brought 
about through emotional states, I do not know. 
T do believe, however, that in neglecting the emo- 
tional aspect in the treatment of many organic 
conditions, the clinician is overlooking an im- 
portant, even a fundamental method of thera- 
peusis. 
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CONSIDERATIONS ON PROTEIN AND SALT THERAPY 
IN THE VARIOUS TYPES OF BRIGHT’S DISEASE* 


BY ALLAN M. BUTLER, M.D.t 


O discuss therapy in Bright’s disease in 

twenty minutes one must resort to simpli- 
fication. Because many complicating factors 
encountered in practice are conveniently passed 
by does not mean that their existence is not 
appreciated. This paper attempts merely to 
present a rational basis from which to view the 
treatment of actual cases. 

The importance of the structural changes in 
the kidney in the various types of Bright’s dis- 
ease in diminishing the kidney function is 

*From the Department of Pediatrics, Harvard Medical School, 
and the Infants’ and Children’s Hospitals, Boston. 
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familiar to all. We know so little about the 
cause and control of such lesions that we can- 
not for the present consider their treatment per 
se. We must rather direct our attention to fac- 
tors other than kidney structure effecting the 
excretion of metabolites. 

A brief statement of our present conception 
of kidney function will indicate what these fac- 
tors are. 

As a result of the work of Starling’, Cushny?, 
Richards*:* °, Rehberg*, and others we can con- 
sider the main processes of urine formation as 
the filtration by capillary pressure against col- 
loid osmotic pressure of a plasma ultrafiltrate 
across the glomerular membranes to the lumen 
of the renal tubules where reabsorption modi- 
fies and concentrates the glomerular filtrate to 
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urine.* Richards and Schmidt’ have shown that 
the part played by the glomeruli is not entirely 
that of a passive filter by demonstrating that 
the number of functioning glomeruli and the 
number of open capillary loops in each glomer- 
ulus are continually changing. Rehberg has 
also shown that reabsorption by the tubules is 
both by back diffusion and active reabsorption. 
Thus each kidney element can be considered to 
work actively. 


With such a system urine formation depends 
not only on adequate glomerular and tubular 
surface and permeability, largely structural 
factors with which we, as stated, are not here 
primarily concerned, but also depends at least 
on (a) the filtration pressure, (b) a circulation 
to the kidney cells adequate to enable them to 
perform work, (ce) the volume of plasma reach- 
ing the glomerular membrane, (d) the plasma 
colloid osmotic pressure, and (e) the concentra- 
tion of filtrable substances in the plasma. In 
the main then we can, with fair accuracy and 
considerable simplification, say that the ade- 
quacy of kidney function will depend on the 
circulation (i.e., heart action and capillary be- 
havior), the composition of the blood, and the 
load of metabolites per unit of functioning kid- 
ney tissue presented for excretion. 


With this introduction we can proceed to a 
consideration of therapy in the various types of 
Bright’s disease. Thanks to Volhard and Fahr', 
Addis®:?°, Van Slyke", Blackfan’’, and others, 
an accepted classification of Bright’s disease has 
come into such general use that reference to a 
type clearly specifies the clinical picture and 
pathology. 


1. Hemorrwaaic NEPHRITIS 


The most important reactions to combat in 
initial hemorrhagic nephritis are those produc- 
ing the cerebral symptoms and oliguria. We 
lack a definite understanding of the mechan- 
isms of either. Volhard*® believes that a toxic 
substance accumulating in the blood stream pro- 
duces the cerebral symptoms and that a spasm- 
like constriction of the renal capillaries causes 
the oliguria. Whether the latter is affected by 
this same toxic substance or by an allergic reac- 
tion we do not know. Whatever the mechanism 
of these reactions, the clinical observations of 
Blackfan and co-workers'*:?* have shown that 
cerebral edema is probably the immediate cause 
of the cerebral symptoms and that the severity 
of these symptoms is paralleled by the blood 
pressure. These workers have established effec- 
tive control of the blood pressure, edema, and 
symptoms by the intravenous or intramuscular 
administration of magnesium sulphate. The 
details of such therapy are available in their 

*There is evidence that certain substances may be actively 
secreted by the tubule cells from the blood to the lumen of the 


tubules. eee ed this process, if occurring, would play a 
small réle. 


publications. Suffice it to say here that oral ad- 
ministration of magnesium sulphate supple- 
ments its parenteral use. Such therapy pre- © 


accidents which in children caused an eight per 
cent mortality in this type of Bright’s disease. 
Fortunately intravenous or intramuscular mag- 
nesium sulphate therapy results in lessening the 
oliguria. Intravenous hypertonic glucose sim- 
ilarly favors a diuresis. During the days of 
cerebral symptoms or their threatened appear- 
ance, headache and nausea favor anorexia and 
there is little danger of eating food that will 
permit the retention of undesirable metabolites. 
In this period attention should be directed to 
seeing that sufficient calories largely in the form 
of carbohydrate or glucose are made available, 
so that the energy requirements do not catabo- 
lize tissue. The fluid intake should be guided by 
two considerations. First, where edema is pres- 
ent and the acute symptoms are referable to 
cerebral edema, the giving of sodium chloride 
as physiological saline seems contraindicated 
until proved otherwise. Secondly, severe de- 
hydration should be avoided as this. coincident 
with poorly functioning kidneys, may produce 
undesirable effects. Aldrich’® believes that he 
has observed such results from a too limited 
fluid intake during magnesium sulphate ther- 
apy. So long as edema fluid is being drawn into 
the blood stream by the magnesium therapy, 
there is probably little danger of this kind. Ob- 
servation of the loss in weight is desirable. 

With the disappearance of the acute stage of 
this type of nephritis the kidneys assume a fair- 
ly good function and there seems no reason to 
limit the diet or fluid intake in any way other 
than to meet the patient’s wishes. Recovery 
will be a matter of weeks. The disease is ac- 
companied by loss of plasma proteins and fall 
in red blood cells and hemoglobin. The diet 
should be such that these deficiencies are re- 
placed. The low protein low salt* diets so fre- 
quently used in the past almost certainly do 
more harm than good. 


2. TERMINAL HEMORRHAGIC NEPHRITIS 


This phase of hemorrhagic nephritis is treat- 
ed next as the discussion of the latent or 
chronic stage is simplified by delaying its pres- 
entation till after the treatment of the termi- 
nal phase of hemorrhagic nephritis and nephro- 
sis has been indicated. 


As the termination of this phase in childhood 
usuallyt occurs when the kidney function be- 
comes inadequate to the metabolic demands, our 
attention must be directed to limiting the pro- 

*The word 
NaCl. 


tThough death from cerebral hemorrhage or heart failure 
occurs, deaths from these causes in children are few compared 
with those from uremia. Particularly is this so, if cases 
of essential hypertension are excluded from those of terminal 


“salt” is used throughout this paper to mean 


hemorrhagic nephritis. Arteriosclerotic nephritis is rare in 


childhood and for that reason is not considered in this paper. 


vents the serious and frequently fatal cerebral 


i 
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duction of harmful metaboKtes and facilitating 
their beneficial elimination. Because of the re- 
quired brevity of this paper, treatment of the 
heart is not considered. This does not mean 
that such therapy is unimportant. 


In this stage of the disease the diminished 
number of functioning units must perform an 
unusual amount of work. Let us examine for 
a moment the conditions under which they are 
asked to do this. 


Because of reduced glomerular surface the 
production of metabolites exceeds their excre- 
tion and nitrogen, phosphate, and sulphate re- 
tention results. As the concentration of these 
elements in the plasma is elevated, their excre- 
tion rises. Thus, at some particular plasma level, 
excretion becomes such that a balance is estab- 
lished. Even before the rise in these blood con- 
stituents, there is a so-called tubule diuresis, 
because of the reduced number of tubules due 
to structural damage. This, as shown by Mar- 
shall’® and Carr'’, is accompanied by impaired 
reabsorption resulting in a diuresis of substance 
as well as water. But the elevation in N.P.N., 
ete., sets up a further diuresis, for the process 
of reabsorption is one of work against the total 
osmotic pressure of the glomerular filtrate, which 
rises with the elevation of filtrable substances in 
the plasma. Hence the limit of the concentrat- 
ing ability of the tubules is reached with the 
absorption of less water than would occur un- 
der normal blood concentrations, and more poly- 
uria than already produced by the structural 
damage results. Volhard’s term ‘‘obligatory 
polyuria’’ indicates the total process much bet- 
ter than the commonly used term ‘‘ compensatory 
polyuria’’. With the decrease in concentration, 
less of the filtered substances are reabsorbed ex- 
cept where chloride and sodium are being ac- 
tively reabsorbed. Since the sodium and chloride 
concentrations in plasma are very much higher 
than those of other inorganic constituents, their 
active reabsorption to prevent a large loss must 
be very great. The kidneys we are discussing 
are markedly handicapped in meeting this ex- 
cessive demand. A third factor in the loss of 
base is the fact established by Gamble, Black- 
fan and Hamilton**, Linder’® and others that 
this type of nephritic does not save base by 
ammonia production, so that the elimination 
of acid carries more than the normal amount 
of base into the urine. As a result of these va- 
rious mechanisms, chloride and base, including 
sodium, tend to be lost from the body as shown 
by Peters and co-workers”, Hartmann and Dar- 
row”!, Atchley and Benedict”*, and Briggs**. As 
the renal lesion progresses these factors tend 
more and more to draw water and salt from 
the body. Thus edema in the absence of heart 
failure is much less common in terminal neph- 
ritis than in the stages where kidney damage 
is less extensive. 


The physiological mechanisms and clinical evi- 
dence clearly indicate that, while metabolites 
such as N. P. N., phosphate and sulphate should 
be reduced in these patients, base (particularly 
sodium) and chloride should be provided in 
amounts adequate to prevent depletion. Since 
the disease is chronic and accompanied by wast- 
ing, a protein sparing high caloric diet, i.e., 
high in carbohydrate and low in protein, should 
be given. A large fluid intake promotes urinary 
nitrogen elimination. Holten and Rehberg** 
have reported marked improvement in kidney 
function following the institution of such a 
régime. Sodium chloride, 2 to 5 grams* per 
day, should be added to compensate for the loss 
of base and chloride. Often, and always when 
acidosis is present, small amounts of bicarbonate 
are indicated. Ellis** has called attention to 
the nephritie’s inability to handle mueh bicar- 
bonate and care must be taken against its ex- 
cessive administration. 


The therapeutic use of sodium chloride and 
sodium bicarbonate in this connection necessi- 
tates a few words. Our problem here, as in 
many other conditions{, is one of inorganic salt 
depletion and acidosis of varying degrees. With 
salt depletion goes, of course, loss of body water. 
We have mentioned the mechanisms of salt, in- 
cluding sodium and chloride, loss. Acidosis 
tends to favor dehydration. To replenish the 
sodium and chloride depletion and thus supply 
elements essential in relatively large amounts 
for the volume restoration of the interstitial and 
plasma fluids, sodium chloride is given. This in 
solution (and no matter how given it speedily 
passes into solution and to be retained must 
of course be in solution) is neutral, and the 
ratio of sodium ions to chloride ions is 1 to 
1. But the normal interstitial‘ and plasma 
fluids have a pH of 7.4, ie. are slightly al- 
kaline, and the ratio of sodium ion to chloride — 
ion in these fluids is normally 1.4 to 1. Hence 
the giving of large amounts of sodium chloride 
might be expected to cause a hyperchloremia 
and acidosis unless the kidney excretes chloride 
ion in excess of sodium ion. This, we have seen, 
the kidney in terminal nephritis cannot do effi- 
ciently. That such retention and acidosis do 
occur has been shown by Hartmann” and Pe- 
ters*?°=. In so far then as retention of this 
excess chloride ion causes acidosis, or in so far 
as the excretion of this chloride ion causes ex- 
cretion of sodium along with it (either one or 
both of which happen when the kidney function 


*Peters® recommends from 5 to 7 grams of added NaCl for 
adults. 


tThe outstanding exception accompanies gastric vomiting, 
where the excess loss of HCl over NaCl results in a greater 
depletion of Cl— than Na+. Here physiological saline paren- 
terally is almost ideal. 

tThe apparent reason for this occurring more frequently than 
dilution of the bloed and maintenance of normal chloride is the 
readiness with which chloride displaces bicarbonate. Dilution 


would cause a large fall in total base or the utilization of some 
base other than sodium, either of which would seem to put 
a severe strain on the organism. 
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is diminished), the giving of large amounts of 
sodium chloride alone is not ideally effective. 
By the simultaneous administration of such an 
alkaline salt as sodium bicarbonate, the acidify- 
ing effect of sodium chloride and the necessity 
of excreting chloride ion can be prevented. A 
simple calculation shows that the accomplish- 
ment of such a result by bicarbonate adminis- 
tration, assuming approximately complete and 
simultaneous absorption of both sodium and 
chloride, requires roughly 0.5 grams of sodium 
bicarbonate for every 0.85 grams of sodium 
chloride given. In giving 2 to 5 grams of so- 
dium chloride in the food, one should then give 
roughly 1 to 3 grams of sodium bicarbonate. 
Such therapy theoretically would favor the re- 
tention of from 300 to 800 ee. of fluid. These 
_ eonsiderations may remind one of the so-called 
neutral or alkaline ash diets of Sansum?’, but, 
when it is remembered that the base of such 
diets consists largely of potassium and not so- 
dium, the lack of applicability of such diets to 
the needs is obvious. If sodium chloride is be- 
ing administered parenterally, the above cal- 
culation shows that but 0.5 grams of sodium bi- 
carbonate are required for each 100 ce. of physio- 
logical saline. If both salts are given in- 
travenously, theoretically enough water should 
be added to the 0.85 per cent sodium chloride 
solution with the sodium bicarbonate to bring 
the total concentration of sodium to approxi- 
mately 150 milli-equivalents* per liter. That is, 
40 ee. of distilled water and 0.5 grams of so- 
dium bicarbonate should be added to each 100 
ee. of physiological saline. If the saline is given 
by clysis, the bicarbonate can be given intrave- 
nously with 10 per cent glucose. The amount of 
glucose should roughly be about 40 ec. for each 
0.5 grams of sodium bicarbonate. This solu- 
tion is hypertonic until the glucose is oxidized 
and as such supposedly aids in the absorption 
of the clysis. It further acts as a diuretic which 
is helpful, if not excessive. But large amounts 
of glucose by producing an excessive diuresis 
will tend to carry salt from the body and di- 
minish the efficacy of the therapeutic measures. 


The above figures are not given with the in- 
tention of suggesting scientific accuracy. That 
indeed would be pseudo-science. They are given 
in order to present the order of magnitude of 
doses and methods of giving sodium chloride 
and sodium bicarbonate. As we compare effec- 
tive dosage of sodium bicarbonate to the com- 
monly used dosage in the days before bicar- 
bonate therapy fell into disrepute (6 to 12 grams 
intravenously plus 10 to 20 grams by mouth per 


*1 milli-equivalent of base or acid 10 cc. of N/10 base 
or acid. The advantage of using such units, in describing body 
fluid concentrations where positive and negative charges are 
balanced, is obvious. When results are expressed as grams 
per cent, there is no easy way of picturing them in their acid 
base relation. The extreme of inconvenience results from con- 
verting chloride milli-equivalents determined by analysis to 
grams per cent of sodium chloride, as the chloride may have 
no connection whatever with sodium. 


day to infants) it seems fair to suggest that, 
had the effective dosage in morphine or digitalis 
therapy been proportionately exceeded, their .. 
usage, too, would be suffering today from a simi- 
lar phase of ill-repute. Wakefield and Keith*® 
have reported cases showing the ill effects of ex- 
cessive amounts of sodium chloride. How often 
in giving sodium chloride does the physician for- 
get that enough of a good thing is sufficient! 
The happy availability of appropriate simple 
medications seems no justifiable excuse for their 
careless administration. Mention of this would 
not be made here, except for the fact that such 
unwise usage may be responsible for discontin- 
uing the proper usage of effective therapeutic 
agents. I cannot refrain from referring as an 
example to the wide discontinuance of bicar- 
bonate therapy in diabetic acidosis, and hence 
the neglect of an undoubtedly effective thera- 
peutic agent when properly, instead of improper- 
ly administered. 

Recently Briggs** has advocated the use of 
calcium carbonate in terminal hemorrhagic neph- 
ritis to reduce the serum phosphorus and per- 
mit the elevation of serum calcium. It is too 
soon to judge the results. 

Much wiser attempts to regulate the patients’ 
intake to compensate for the kidneys’ inability 
to do so can be made today than a few years 
ago. With an appreciation of the inadvisability 
of prescribing the so commonly prescribed low 
protein low salt diets for these patients, their 
treatment and condition are markedly improved. 
In these patients, as mentioned, cardiac funce- 
tion is important, but cannot be discussed here. 


3. LIPOID NEPHROSIS* 

From the pediatrician’s experience there can 
be little doubt as to the existence of this condi- 
tion as a clinical entity. Its positive and neg- 
ative characteristics have been nicely summar- 
ized by Leiter*®. We know very little about the 
pathological causes of this clinical syndrome, in- 
eluding the albuminuria and lipemia. That 
lack of knowledge indicates in itself the need 
for thinking of something other than terminol- 
ogy. The term nephrosis is the shortest pos- 
sible way of designating this specific clinical - 
syndrome. 

The kidneys alone cannot be responsible for 
the retention of the edema fluid, unless they 
prevent filtration or reabsorption of water, so- 
dium, and chloride in a peculiarly selective man- 
ner. The low plasma proteins to which we at- 
tribute the tendency for fluid and salt to pass 
from the blood to the interstitial spaces might 
be expected by the same argument to result in 
excessive glomerular filtration. Holten and Reh- 
berg** have reported normal filtration figures. 
If excessive glomerular filtration should occur, 
the concentrated urines produced in this con- 
dition must accompany abnormally active re- 


*Cryptic degenerative Bright’s disease—Addis, 
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absorption. Wolbach and Blackfan*® have de- 
seribed an acute degenerative process in the 
tubules* in this condition, and for that reason 
have designated it as acute tubular nephritis. 
Should such a process in the tubules impede the 
passage of fluid, there would tend to result an 
increased reabsorption of water, sodium, and 
chloride above other substances. On the other 
hand, Hawkins, MacKay, and Van Slyke** have 
attributed the frequently observed glycosuria in 
this condition to reduced reabsorption by the 
tubules. For the present, then, the evidence 
concerning reabsorption is too meagre to war- 
rant conclusions, and an extra-renal explanation 
of the edema seems likely*® #1: 13, 38, 32, 34, 30, 29, 


With this limited understanding of the path- 
ological physiology, we can, only guide our ther- 
apeutie endeavors by certain definite findings. 

First, Van Slyke and co-workers" have shown 
that a plasma protein concentration below 5.5 
per cent in untreated patients is usually accom- 
panied by edema. Where, as in nephrosis, many 
grams of protein, identified as plasma albumin 
and globulint, are lost per day in the urine, 
the mechanism of plasma protein production 
must be taxed. At any rate the concentration of 
the plasma proteins is often far below the 
edema level. As the ease with which the edema 
can be controlled is inversely proportional to 
the fall in these proteins, measures should be 
taken to favor their production and raise their 
concentration. Transfusion accomplishes the 
latter and is sometimes of great benefit where 
the edema is extreme. The effect being tempo- 
rary, however, a régime permanently counteract- 
ing the loss of protein must be established. We 
know that a protein deficient diet favors a low 
plasma protein and so-called nutritional edema. 
Kerr, Hurwitz, and Whipple" showed that re- 
generation of the plasma proteins in dogs follow- 
ing plasmapheresis is stimulated by a meat diet. 
Hence a high protein diet as recommended by 
Epstein’? seems indicated. Peters and Van 
Slyke*® recommend approximately 1.5 grams of 
protein per pound. The fat should not be low- 
ered at the expense of calories lest the protein 
in the diet be used for energy rather than for 
replacement purposes. Experience in pediat- 
rics shows that the attempt to insure a certain 
protein and caloric intake may have disastrous 
results unless done with great care. A too rig- 
idly prescribed diet will often cause the refusal 
of food. It seems best, therefore, merely to pre- 

*Fahr’s*! separation of nephrosis as a pathological entity 
in which the renal lesion is characterized by tubule changes 


without inflammatory glomerular changes is accepted by 
Aschoff*?, Léhlein*’, Liwenthal*4, and Fishberg®> 


+Epstein’s* present explanation of the nephrosis syndrome 
suggests a qualitative change in the plasma proteins, not de- 
tectable by our rather crude chemical methods, but sufficient 
to make them unsuitable for their metabolic réle. As a result 
these abnormal proteins are excreted by the kidney. The low 
basal metabolism, abnormal cholesterol metabolism, and renal 
tubule changes apparently follow the disturbed protein metabo- 
lism. The underlying cause of this latter remains unknown. 
Within the limited accuracy of present methods Hewitt®* and 


proteins as plasma proteins. 


Hiller, McIntosh, and Van Slyke have identified the urine 


scribe as much protein as the child will take 
willingly and to encourage, but not force, an ad- 
equate caloric intake. 


Suecess in raising the plasma proteins on 
such a diet will be a matter of months. For 
one thing a great deal depends on protein ex- 
cretion. Here it must be remembered that 
the amount excreted in the urine is not the es- 
sential, but rather the balance between intake 
of proteins and output. In the meantime the 
incapacitating and septically dangerous edema 
should be combated. 


Diuretics may be tried, sometimes with ben- 
efit but more often without. In this clinie we 
most commonly use one of the acidosis produe- 
ing salts. If such a salt is given in such amount 
as to actually lower the plasma COs. to thirty 
volumes per cent within five or six days, a diu- 
resis may be effected. Urea sometimes works. 
Mercurial diuretics would seem to be contrain- 
dicated. Transfusion has been mentioned. If 
the abdomen is markedly distended by the perit- 
oneal edema, paracentesis is often beneficial. 
The withdrawal of fluid in this manner not 
only causes symptomatic relief, but frequently 
is followed by the initiation of a prolonged di- 
uresis. 

The consideration of salt and water intake 
brings us to the second definite physiological 
finding of therapeutic significance. Sodium and 
chloride retention are essential to the retention 
of interstitial edema fluid such as the edema of 
nephrosis. This does not mean that they are to 
be considered as causative factors. The com- 
position of interstitial edema fluid is such that 
even small retentions of other inorganic ions in 
interstitial compartments demand relatively 
many times greater retention of sodium and 
chloride. This being so a restriction in sodium 
and chloride intake can be used much more ef- 
fectively in limiting the extent of edema forma- 
tion than restriction in intake of other sub- 
stances with the exception of water. Water be- 
ing the third constituent of edema present - 
high concentration may likewise be used as 
limiting factor. It is my belief that it is far 
better for the comfort and health of the patient 
to attempt the limitation of salt rather than wa- 
ter. Salt deprivation in these patients does not 
produce the eraving that it does in the terminal 
nephritiec. On the other hand fluid restriction 
often results in discomfort and loss of appetite. 
The vulnerability of either procedure is the de- 
gree of restriction necessary for effective ther- 
apy. In children one hesitates to restrict the 
milk intake over long periods, and, as milk has 
a considerable sodium chloride content, rigid 
salt limitation cannot be lightly considered. By 
giving viosterol and thus increasing calcium 
absorption, milk can be used more effectively and 
hence in less quantity than otherwise. The high 
protein, of course, takes care of the phosphate 
needs. One then sees that salt-containing foods 
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other than meat and milk are not fed and that 
no salt is added in the cooking or flavoring of 
the diet. 

While the patient is edematous, infection is 
always a source of danger. This should he 
’ guarded against by whatever methods possible. 
Special attention should be given the edemat- 
ously stretched skin so likely to become injured 
in the bed-confined patient. 

This is not the place to discuss whether the 
thyroid pathology reported by several work- 
ers 45 is a primary or secondary part of the 
condition. Favorable results following thyroid 
or parathyroid medication have been reported 
by various authors** 47 44 4% 4°, The effective- 
ness of such therapy is, however, doubtful. 
Should such medication be tried, great care 
must be taken lest the general state of the pa- 
tient suffers further depletion. 

Foci of infection should always be carefully 
sought for and if found removed. 


4. LATENT AND CHRONIC ACTIVE HEMORRHAGIC 
NEPHRITIS 


In the Addis classification of Bright’s disease 
the stages following an initial hemorrhagic neph- 
ritis, when recovery does not follow the initial 
stage*, are the latent and chronic active stages. 
Frequently these two stages, which may be con- 
sidered as between the initial and terminal 
stage, are called mixed nephritis or the neph- 
rotiec type of glomerular nephritis. The inter- 
mediate position indicates a transition. of symp- 
toms and pathology from the initial to the termi- 
nal hemorrhagic nephritis pictures. The last 
two clinical classifications indicate a mixture of 
nephritis and nephrosis symptomatology. This 
being so a discussion of therapy is difficult, be- 
cause of the wide variations from any particular 
combination selected for discussion. Considera- 
tions in the treatment of initial hemorrhagic 
nephritis and terminal hemorrhagic nephritis 
and nephrosis have been given at some length. 
These considerations enable one to devise a logi- 
cal treatment of the latent or chronic active 
case according to the predominant characteristics 
of the particular patient. How can one advise 
a balance between a high protein low salt diet 
for the building up of the plasma proteins to 
resist edema formation and the low protein lib- 
eral salt diet for the prevention of nitrogen re- 
tention and salt depletion, unless the exact 
tendencies to edema and nitrogen retention are 
accurately specified? The fact already stated 
that retention tends to prevent edema tends to 
reduce complications of treatment from this par- 
ticular viewpoint. Likewise, in a paper of this 
length, we cannot discuss the differentiation of 
the acute exacerbation with pseudo-uremic cere- 
bral symptoms from the sudden onset of true 
uremia. By reference we can merely indicate 


*In children recovery from an initial hemorrhagic nephritis 
is the rule. : 


the problems. The wise application of thera- 
peutic procedures depends largely on the physi- 
cian’s diagnostic ability. Even then the optimal 
combination of therapeutic measures is often ex- 
tremely difficult. To attempt a more detailed 
discussion without a patient seems futile. 


CONCLUSIONS 


The preceding remarks call attention to the 
importance of differential diagnosis of the types 
of Bright’s Disease. A careful history and 
physical examination (this covering of course 
the heart, blood pressure, and eye grounds) a 
careful semi-quantitative examination of the 
urine for albumen, cells and casts, and an ac- 
curate test of the kidneys’ ability to dilute and 
concentrate urine permit such a diagnosis. The 
many quantitative kidney function tests, blood 
analyses, and balance studies made by investi- 
gators, permit us by such simple procedures, as 
enumerated in the previous sentence, to make 
accurate differential diagnoses. 


Helpful as many laboratory analyses are in 
following the course of the disease and effect | 
of therapy, many of them are difficult to do in 
private practice. Fortunately we can get much 
information by simple methods. The blood 
pressure in initial hemorrhagic nephritis and 
often in other types is more significant than sev- 
eral N.P.N.’s. Ordinary concentration and 
dilution tests indicate the extent of the renal le- 
sion. Careful examinations of the urine sedi- 
ment and albumin give information concerning 
the change in character of the lesion. An ac- 
curate record of the daily urine volume with 
simultaneous specific gravity and qualitative al- 
bumin determinations tells much about the 
elimination of fluid and substances. If we add 
to the information obtained by such simple pro- 
cedures, a knowledge of the patient’s food, salt, 
and water intake, and his change in weight, 
much can be learned concerning both their total 
loss or retention in the body and the concen- 
tration of constituents of the blood. An un- 
derstanding of the effect of concentration of 
substances in the blood on urine composition, 
where renal damage is present, enables us by ap- 
proximate analysis of the urine to estimate the 
concentrations of blood constituents. 


Unsatisfactory as many of the investigations 
on Bright’s disease may seem to the clinician, 
the end result of investigation to date is far 
from such. Though elaborate methods are often 
used in the investigative studies, they have not 
resulted in the clinician’s being forced to adopt 
them. Rather have these studies resulted in 
simplifying the clinician’s task by increasing 
the significance of simple procedures readily 
available to all clinicians. 
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THE TUBERCULOSIS RECORD FOR 1931 


By FrepericK L. HorrMan, LL.D. 
Consulting Statistician 


Excerpts From The Spectator, September 15, 1932 


The pulmonary tuberculosis death rate during 
1931 reached the lowest figure on record, or for 
fifty-nine American cities a rate of 63.2 per 100,000 
against a rate of 174.4 in 1910. In the history of 
human diseases there is nothing to compare with 
this comparatively rapid decline in what, at one 
time, was the leading cause of death, and it is al- 
together fitting that the fiftieth anniversary of the 
discovery of the essential cause of tuberculosis by 


Dr. Robert Koch should be made the occasion of 
memorials commemorating one of the greatest 
events in preventive medicine. It has been said by 
Pfeiffer that “The intervening 50 years have added 
scarcely anything material to Koch’s work.” 

It must not be overlooked that there are funda- 
mental reasons for the reduction in the pulmonary 
tuberculosis mortality such as curtailed working 
hours of wage earners; immense improvements in 
shop or working conditions yielding better air and 
ventilation, more sunshine, and particularly less in- 
dustrial dust. 

Statistics show an actual reduction in deaths 
from tuberculosis from 26,494 in 1930 to 25,498 in 
(Continued on Page 80) 
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PNEUMOTHORAX TREATMENT IN TUBERCULOSIS* 


BY EDWARD J. 


ST nineteen years ago Dr. Lawrason Brown 
of Saranac came to Burlington to address us 
on this same subject. They had been doing 
pneumothorax treatment in Saranac for one or 
two years only and when Dr. Brown spoke 
he used notes instead of reading a paper. La- 
ter on Dr. Hamilton tried to get him to write 
a paper for the Vermont Medical Journal but 
Dr. Brown felt that he had spoken too enthusi- 
astically about the possibilities of pneumothorax 
treatment and said that he would rather wait 
a year or so before writing his conclusions. 
Shortly after Dr. Brown spoke in Burlington, 
we began pneumothorax treatment at the Ver- 
mont Sanatorium. Dr. Edward M. Packard of 
Saranac Lake came over and started the col- 
lapse treatment in four cases. One of these 
eases, a far advanced case from Ludlow, Ver- 
mont, is still living and has since had two healthy 
ehildren. At that time we had no x-ray equip- 
ment at Pittsford, and later on when we did 
put in one of the cheaper machines the service 
was unsatisfactory and we did not get films that 
eould be compared with those of today. From 
time to time we collapsed an occasional case, 
but we were greatly handicapped by the one 
year rule at the Vermont Sanatorium. Patients 
were then allowed to stay at the Sanatorium 
only twelve months, and transportation was 
more or less difficult and we hesitated to start 
the treatment and turn the patients out of the 
Sanatorium at the expiration of a year. For a 
number of years we discontinued the use of 
pneumothorax almost entirely, doing only an 
occasional visitor or continuing some ease re- 
ferred back to the Sanatorium from some other 
institution or resort. Four or five years ago 
pneumothorax therapy was given a tremendous 
impetus by the more general knowledge and use 
of other surgical procedures, such as phrenicec- 
tomy, pneumolysis, thoracoplasty and oleothorax. 
At every tuberculosis meeting more and more 
papers were read on surgical subjects and vari- 
ous institutions were reporting that fifty per 
cent of their cases were on some type of col- 
lapse treatment. About this time we put in a 
modern x-ray plant with a vertical fluoroscope. 
A little later we developed an interest in stereo- 
scopic films and a year later we had a consid- 
erable number of cases under pneumothorax 
*President’s address delivered at the Annual Meeting of the 
Vermont State Medical Society, October 6, 1932. 
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treatment. In June, 1932, out of a total popu- 
lation of 62 patients we had approximately 28 
under pneumothorax treatment, seven had un- 
dergone phrenicectomies during the fiscal year, 
one had undergone thoracoplasty, and since 
July we have had our first pneumolysis case. 

As the work increased our interest likewise in- 
creased and the favorable resuits became more 
and more apparent. The Department of Pub- 
lic Welfare abrogated the one year rule at Pitts- 
ford several years ago and we are now able to 
keep our eases indefinitely if they need institu- 
tional treatment. Dr. Avery is treating a large 
number of cases at the Washington County 
Hospital and also has a group of patients in 
the city of Barre. Several other physicians 
have bought pneumothorax equipment and quite 
recently I have been able to interest one of the 
Burlington doctors in pneumothorax treatment 
for patients who have left a sanatorium and 
who wish to continue treatment at home. At 
Pittsford we refill a large number of cases every 
Tuesday and we have two or more refills prac- 
tically every day in the week. I have repeated- 
ly invited individual physicians throughout the 
state to visit our clinic and have offered to get 
up a class any day that any physician wishes to 
visit us. Dr. John B. Hawes of Boston pub- 
lished a very valuable paper in the Journal of 
the American Medical Association, June 11, 1932. 
He called attention to the fact that we were not 
doing so much surgery in New England as is 
being done in some of the western institutions. 
I think the William Wirt Winchester Hospital, 
West Haven, Conn., was a notable exception. He 
did not mention the tremendous amount of sur- 
gical work being done in the four Connecticut 
State institutions. My paper today is more or 
less a repetition of the ideas expressed by Dr. 
Hawes. We need more active surgical treatment 
in tuberculosis in New England. 
treatment is indicated in nearly every case of 
well-defined unilateral pulmonary tuberculosis. 

Many eases of bilateral tuberculosis should be 
collapsed, especially if one side is much worse 
than the other. 

All cavity cases should be collapsed if pos- 
sible. 

Hemorrhage is an indication if one is reason- 
ably certain that the blood comes from that 
particular side. 

Recently we have had several cases of pleurisy 
with effusion in which the evidence of pul- 
monary tuberculosis was so strong that we drew 


off the fluid and filled the chest with air. 


Collapse .., 


78 
e 


VERMONT STATE MEDICAL SOCIETY—ROGERS 


79 


CONTRAINDICATIONS 


Patients who have heavy shadows more or 
less like the shadows of lobar pneumonia often 
do badly on collapse therapy. 

Most observers hesitate to use pneumothorax 
treatment for bronchiectasis and lower lobe ab- 
SCeSs. 


(While Dr. Rogers was reading his paper Dr. 
A. D. Poverman and Mr. Alfred Frechette, jun- 
ior student, each made a refill in plain view of 
the audience. ) 

We roughly group our patients as follows: 


(1) Cases easily collapsed, 

(2) Difficult cases or failures, 

(3) Cases in which fluid develops, 

(4) Cases showing marked adhesions, 
(5) Cases showing suspended cavities. 


Fluid is the most common complication. In 
over one-half of the cases a small amount of 
fluid, presumably about one to five ounces, 
forms and is usually absorbed, but in many 
eases the fluid is much larger in amount and 
often the pleural space is half filled with it. 
Ordinarily we draw this fluid off and put in 
more air. In other cases we let the fluid alone 
and it is gradually absorbed. When the fluid 
begins to get thick and gray ‘and shows a large 
number of neutrophiles we draw it off and re- 
place it with a pure olive oil containing five 
per cent or two and one-half per cent of Gome- 
nol. In those cases showing suspended cavities 
with long string-like or band adhesions we re- 
sort to the operation known as pneumolysis. A 
modified cystoscope known as a thoracoscope is 
inserted through a cannula placed either in the 
front or the back of the chest and a cautery is 
introduced through another cannula _ placed 
either in the back or the front of the chest and 
the adhesions are slowly burned. We are not 
yet equipped for burning these adhesions at 
Pittsford but later on we hope to have our staff 
do this highly specialized procedure. We have 
recently sent a case to Dr. Edward S. Welles 
of Saranae Lake. Dr. Edward D. Churchill of 
Boston, who is to speak later, has also been 
in Stockholm to observe the work of Dr. Jaco- 
baeus and he has done a large number of opera- 
tions in and near Boston. 

If we are unable to collapse the lung by pneu- 
mothorax treatment we often resort to the 
‘‘nerve’’ operations known as_ phrenicectomy 
and phrenicotomy. Phrenicectomy means either 
cutting out about two and one-half inches of 
the phrenie nerve or cutting it and then pull- 
ing out all of the lower end of the nerve. Phreni- 
ecotomy means the crushing or cutting of the 
phrenic nerve. If the nerve is eut or crushed 
it usually resumes its function in about six 
months’ time. If we cut or crush the nerve or 
take out a section two and one-half inches long 
or pull out the entire nerve we get the follow- 
ing results: 


1. Diaphragm on that side is paralyzed. 

2. Diaphragm gets longer. 

3. Diaphragm rises upward thereby decreas- 
ing the size of the pleural space. 


If all of the above procedures are unsatisfac- 
tory our last resort is thoracoplasty, or what is: 
also known as the ‘‘rib’’ operation. The films 
which I am now showing belong to one of our 
patients who was operated on in April, 1932, by 
Dr. Churchill. 

Beginning in the back he took out the greater 
part of the first rib, about three inches from the 
second rib and a little more from each rib down 
to and including the eleventh rib. The front 
halves of these ribs are left intact but they fold 
inward and backward, obliterating the entire 
pleural cavity on that side. 


SUMMARY 


1. We believe that a large number of fibro- 
ulcerative unilateral cases are definitely 
improved and often cured by pneumo- 
thorax treatment. 


2. The initial attempts to collapse a lung 
should be made in a sanatorium or a hos- 
pital after serial x-ray films have been 
taken. 


3. During the first few weeks of treatment 
frequent x-ray films and _ fluoroscopic 
observations should be made before and 
after each treatment. 


4. Many eases of bilateral tuberculosis de- 
rive definite benefit from pneumothorax 
treatment. 


5. A large number of cases unsuccessfully 
treated by pneumothorax are tremen- 
dously helped by phrenicotomy or 
phrenicectomy. 


6. A limited number of cases showing sus- 
pended eavities are greatly benefited by 
burning the adhesions. 


7. If all of the above procedures have 
failed to bring about desired results, 
cavities are ultimately closed by thora- 
coplasty or the ‘‘rib’’ operation. 


8. We advise the use of olive oil and 
Gomenol in all eases in which the fluid 
shows neutrophiles. 


MISCELLANY 


VERMONT DEPARTMENT OF PUBLIC HEALTH 


Vital statistics for the ten months of the year are 
now practically complete and it is possible to esti- 
mate the number of deaths which will probably be 
shown in 1932. Deaths from communicable diseases 
and cancer as compared with two previous years 
are indicated in the following tables: 
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1930 1931 1932 Estimate Of Water, Chemical and Bacteriological........... 67 
12 Mos. 12 Mos. 10 Mos. 12 Mos. Of Water, Bacteriological 217 
Chicken pox 1 0 0 0 Of Milk, Market 186 
Diphtheria 7 4 3 4 Of Milk, submitted for chemical only 4 
Measles 3 7 30 35 Of Milk, submitted for microscopical only..... 1 
Mumps 0 0 0 0 Of Foods 1 
Poliomyelitis 3 11 1 2 Of Drugs ; 0 
Scarlet fever 11 5 8 9 For the Courts, D 0 
Smallpox 1 1 4 4 For the Courts, Miscellane 13 
Typhoid fever 3 6 1 2 Miscellaneous . 66 
Whooping cough 11 23 g | Autopsies to complete Death Returns. 2 
Pulmonary The State Advisory Nurses visited several towns 
Tuberculosis 208 214 142 170 | assisting in the organization of Well Baby Con- 
Cancer 457 444 397 475 |sultation Conferences, 


During the month the incidence of communicable 
disease was as follows: chicken pox 183, diphtheria 9, 
measles 5, mumps 106, poliomyelitis 2, scarlet fever 
38, whooping cough 22 and tuberculosis 6. 

There were reported 35 new cases of gonorrhea 
and 25 new cases of syphilis. Four hundred and 
sixty-eight Wassermann outfits and 134 slides were 
distributed during November. 

The Laboratory of Hygiene made a total of 1,479 
examinations classified in the following manner: 


Examinations 
For Diphtheria Bacilli 169 
For Widal Reaction of typhoid feve 29 


For Malarial P t ; 0 
For Tubercle Bacilli 143 
For Evidence of Syphilis 435 
For Gonococci in Pus 146 


in toxin-antitoxin clinics, 
speaking to Parent-Teachers Associations and giving 
talks to other organizations. 

The Polio After-Care Nurses visited 100 patients 
in their homes and four patients were seen at the 
office. One hundred and thirteen home visits were 
made, 1 plaster cast removed, 22 new pieces of appa- 
ratus fitted, 44 orthopedic corrections made to shoes, 
nine pieces of apparatus altered or repaired and one 
patient admitted to the Massachusetts General Hos- 
pital. Sales during the month reported by the voca- 
tional worker of this division amounted to $78.70. 


APPOINTMENT OF DR. LEON E. SAMPLE 


Dr. Leon E. Sample of St. Albans, Vermont, physi- 
cian, surgeon and member of the American College 
of Surgeons, has been appointed chief surgeon of the 
Central Vermont Railway, with headquarters at 
St. Albans. 


THE TUBERCULOSIS RECORD FOR 1931 
(Continued from Page 77) 


1931, or a reduction in the death rate from 63.3 
per 100,000 to 59.8. 

The death rate increased in 67 cities, decreased 
in 114, and remained the same in one. Cities with 
apparently excessive death rates from pulmonary 
tuberculosis have been as follows, selecting only 
such cities as had rates in excess of 100 per 100,000: 


CITIES WITH EXCESSIVE PULMONARY TUBERCULOSIS 
DEATH RATES IN 1931 


(Rate per 100,000) 


Trenton, N. J. 100.9 
Concord, N. H. 101.6 
Lexington, Ky. 103.8 
Washington, D. C. 106.0 
Memphis, Tenn. 106.4 
Savannah, Ga. 112.6 
Macon, Ga. 113.1 
Jacksonville, Fla. 116.3 
Honolulu, Hawaii 123.0 
Charleston, §S. C. 125.1 
San Antonio, Texas 125.8 
New Orleans, La. 136.5 
Augusta, Ga. 151.7 
El Paso, Texas 228.6 


CITIES WITH Low PULMONARY TUBERCULOSIS 
DeaTH RATES IN 1931 
(Rate per 100,000) 


Lansing, Mich. 7.4 
Gloucester, Mass. 8.2 
Union City, N. J. 9.5 
Kenosha, Wis. 11.7 
Lynn, Mass. 11.7 
Pontiac, Mich. 11.7 
Lakewood, Ohio 12.2 
Elmira, N. Y. 12.6 
Newton, Mass. 13.3 
Lawrence, Mass. 13.9 
Pawtucket, R. I. 15.2 
Medford, Mass. 16.1 
Salem, Mass. 16.1 
New Haven, Conn. 16.6 
Grand Rapids, Mich. 18.0 
Rockford, 18.1 
Massillon, Ohio 18.2 
Topeka, Kans. 18.2 
Highland Park, Mich. 18.6 
Cicero, IIl. 18.8 
Minneapolis, Minn. 18.8 
Spokane, Wash. 18.8 
Somerville, Mass. 19.0 
New Rochelle, N. Y. 19.6 


Berkeley, Calif. 


19.9 
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HEALTH EDUCATION IN THE CITY OF BOSTON 


BY RUTH I. PARSONS, C.P.H.,* 


AND C. E. TURNER, DR.P.H.* 


(Continued from Page 27, issue of January 5) 


III. HEALTH EDUCATION IN THE 
BOSTON PUBLIC SCHOOLS 


The public schools of the City of Boston serve 
approximately 135,000 pupils. There are 101,158 
pupils in the Elementary and Intermediate 
(Junior High) Schools, and 29,089 in High 
Schools. We shall consider here only regular 
day schools and Continuation Schools. 

The City is divided geographically into 82 In- 
termediate and Elementary School Districts, 
each under the supervision of a Master. The 
' system is at present in the process of being con- 
verted from the 8-4 to the 6-3-3 plan of or- 
ganization. As a result, there are now 27 dis- 
tricts with Grades I to VIII inclusive, and 30 
districts with Grades I to VI; 10 districts with 
Grades I to IX inclusive; and 15 districts wit! 
Grades VII to IX (Intermediate or Junior 
High Schools) inclusive. In order to care for 
pupils entering from both of these systems, Sen- 
ior High Schools give both three- and four-year 
courses. There are seventeen Senior High 
Schools, a Continuation School, and two Trade 
Schools. In addition, the City maintains the 
Teachers’ College of the City of Boston and the 
Boston Clerical School. There are also three 
special school districts: The Horace Mann 
School (for deaf children), The Walter Fernald 
School (for mentally retarded children) and the 
Disciplinary Day School (for problem chil- 
dren). 

Health instruction and training in the Bos- 
ton Public Schools is under the supervision of 
the Supervisor of Health Education. Source 
and reference materials for teachers and pupils 
are submitted for approval to the Board of Su- 
perintendents, by a committee made up of mas- 
ters, teachers, directors and a member of the 
Board of Superintendents. The purchasing of 
all textbooks from this approved list is in the 
hands of Masters of Districts. 

Demonstrations of several teaching films in 
the fields of physiology, hygiene and sanitation 
have been given before groups of school chil- 
dren, parents, teachers and masters. As a re- 
sult of this the school department has made 
available for teaching purposes a group of 
films which is constantly being enlarged. 

An excellent start has been made in the ac- 
cumulation of reference material for teacher 
use. The chief source of such reference books 
is found at the Administration Library, one sec- 
tion of which is devoted to Health. Some Mas- 
ters have also arranged small but useful libra- 
ries of books on health subjects in their indi- 
vidual schools. 

A very important service is rendered to the 


*Parsons and Turner—For records and addresses of authors 
see ‘“‘This Week’s Issue,’”’ page 99. 


teaching of health by various extra-school health 
agencies. The New England Dairy and Food 
Council supplies a great quantity of valuable 
supplementary material for the use of class- 
room teachers. Other agencies supplying ma- 
terial and assistance include the Boston Tuber. 
culosis Association, the Massachusetts Tubercu- 
losis League, the Food Clinic of the Boston Dis- 
pensary, the Nutrition Clinic at Forsyth Dental 
Infirmary, the State Department of Health, the 
Boston City Health Department, and the Mass- 
achusetts Safety League. 


A. ELEMENTARY AND INTERMEDIATE SCHOOLS 
1. Coéperative Activities 


Before considering direct health education 
activities, we shall discuss certain allied activi- 
ties which have a relationship to the health ed- 
ucation program and toward the success of 
which the direct health education activities 
make certain contributions. These codperative 
activities may be classified as (a) the Correction 
of Physical Defects, (b) the Prevention and 
Control of Communicable Diseases, (c) the In- 
terpretation of the School Health Program to 
the Home and Codéperation with the Home in 
Health Training, (d) Physical Education, and 
(e) the Maintenance of Hygienic Classroom 
Conditions. 


a. Correction of Physical Defects. The Cor- 
rective program is properly most intensive in 
the Elementary Schools, although it extends 
through the secondary grades. Each year, ev- 
ery child in the Boston Public Schools receives 
an examination by a school physician, assisted 
by a school nurse. Parents are invited to be 
present. Existing physical defects are reported 
to the home, and are recorded on the child’s 
health card which is filed in the teacher’s desk 
and follows the child throughout his school life. 
Corrections are secured through the work of 
nurses and teachers. The nurse visits the homes 
of children, explains defects to parents, and 
may, if necessary, make appointments and take 
the children to clinics. Classroom teachers, too, 
are interested in having all their pupils in good 
physical condition; they urge pupils to have 
defects corrected, and many make contacts with 
homes. In one school, classrooms were found 
to have had a campaign to secure the correction 
of all remediable defects. The extension of such 
activities is urged by the Supervisor of Health 
Education. 

In every school district, a widespread cam- 
paign for the correction of dental defects is in 
progress. Children are urged to have their fam- 
ily dentist sign certificates stating that all nec- 


essary dental work has been completed. Chil- 
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dren who cannot secure the services of private 
dentists are taken by the school nurse to the 
City Health Unit or to other clinics. As soon 
as all pupils in a classroom have all dental de- 
fects corrected, the room is awarded a certifi- 
eate. Individual teachers have used special mo- 
tivating devices to accelerate correction. 

Common and minor postural defects are cor- 
rected under the direction of the Department of 
Physical Education. More serious orthopedic 
defects are referred to physicians. In the ele- 
mentary schools the corrective exercises are 
given by the classroom teacher under the direc- 
tion of a Supervisor of Physical Education. In 
the Intermediate Schools corrective exercises are 
given by physical education teachers. The suc- 
cess of this program is evident in the excellent 
postural appearance of children as they sit in 
classrooms or file between classes. 


b. Prevention and Control of Communicable 
Disease. 

Due to a splendidly organized preventive pro- 
gram the problem of communicable disease con- 
trol among school children has been reduced to 
a minimum. Children are vaccinated against 
smallpox before school entrance. The diphtheria 
immunization campaign is concentrated in the 
kindergarten and Grades I and II. Approximate- 
ly 10,000 children are immunized each year, and 
about 75% of the total school population is 
reached. 

Each morning, every school receives a copy 
of the City Health Department List of Cases 
of Communicable Disease reported the preced- 
ing day. These are arranged alphabetically by 
wards. Names and addresses of patients are in- 
eluded. Upon the recommendation of doctor 
and nurse, other members of the patient’s fam- 
ily are excluded from the schools and quaran- 
tine, isolation, and immunization rules are en- 
foreed. Children in classrooms where a case 
of communicable disease appears are inspected 
each morning until all possibility of contagion 
has passed. 

A check-up on skin, hair and throat condi- 
tions is made by the nurse at the time of reg- 
ular classroom inspections which are made as 
follows : 

Kindergarten, Grades I, I, IlI—Every 
month. 

Grades IV, V, VI—Every other month. 

Grades VII, VIII, [X—Every three months. 

As a part of the daily health inspection pro- 
gram, teachers refer to doctor or to nurse any 
pupils who show deviations from normal. They 
keep a monthly reeord of absences and illnesses. 


ce. Interpretation of the School Health Pro- 
gram to the Home, and Codéperation with the 
Home in Health Training. 

The interpretation of the health program to 
the home is accomplished by the nursing serv- 
ice, and by classroom teachers. The contact of 


the nurse with the home is the more extensive. 
Classroom teachers encourage children to take 
home health notebooks, pamphlets and other 
materials. They receive visits from mothers and 
offer helpful suggestions. Over a period of 
years, a splendid feeling of sympathy and un- 
derstanding has been developed between the 
school personnel and the families of their pu- 
pils. Parents are, in most cases, eager to carry 
out suggestions made by teachers or nurses. It 
is a tribute to the high character and morale 
of these groups that this trust and confidence 
has been placed in their judgment. 

In sections where children receive health 
training at home, teachers recognize the basic 
importance of this training and build a codper- 
ating rather than a competing program. In 
areas where there is little health training in the 
home, the work of the teachers is particularly 
valuable. 


d. Codperation with the Physical Education 
Program. 


The chief codperative health activity carried 
on by the Physical Education Service is for the 
Correction of Postural Defects. Talks on recre- 
ation and related health habits are often given 
to gymnasium classes in Junior High and Sen- 
ior High Schools. 

Classroom teachers can and do to some extent 
stimulate the interest of children in the physical 
activity program while teachers of physical ed- 
ucation contribute materially toward the de- 
velopment of a right attitude toward health on 
the part of the pupils. 


e. Maintenance of Hygienic School Condi- 
tions. 

The detailed control of conditions of ventila- 
tion, lighting, seating and cleanliness are in 
charge of the custodian service which is of ex- 
cellent calibre throughout the school system. 
Teachers record classroom temperatures, decide 
upon needed changes in seating and develop in 
their pupils a feeling of pride in the condition 
of their surroundings. The promotion of a 
healthful, happy environment, and the mainte- 
nance of reasonable discipline are also valuable 
training for the mental health of the child. 

Direct supervision of school sanitation is in 
the hands of a Sanitary Inspector. 


2. Routine Procedures 


There are certain routine procedures com- 
monly found in the public schools which are 
distinct from regular classroom instruction but 
of sufficient importance to receive special con- 
sideration in a survey of this type. These in- 
clude, (a) Weighing and Measuring, (b) Morna- 
ing Inspection, (c) School Lunches, and (d) Re- 
laxation Periods. 

a. Weighing and measuring, except for chil- 
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dren in Rest-Nutrition Classes, is done twice 
yearly at the time of the annual physical ex- 
amination. A few schools are making use of the 
educational value of weighing and measuring 
children. 


b. Morning inspection of classes for cleanli- 
ness, for the practice of some particular health 
habit, or for signs of communicable disease is 
very generally carried on throughout the Ele- 
mentary Schools of Boston. In all kindergar- 
tens and primary grades, particular attention 
is paid to cleanliness of hands. In many schools, 
banners for Cleanliness and for Posture are 
awarded each week at the assembly period to the 
class showing the best record. In some schools 
ranking of this project is in charge of the pupils 
themselves. Special emphasis is also placed upon 
cleanliness of clothing. Among the boys, Neck- 
tie Clubs prove very popular. By continuously 
drilling on habits which make for good health, 
teachers are able gradually to build up right 
attitudes and to set high standards for their 
performance. 


e. School lunches are of two types, mid-morn- 
ing lunches and noon lunches. In some schools, 
particularly in the lower grades, a milk lunch, 
with or without crackers, is sold to children at 
ten o’clock each morning. Its distribution is in 
most cases in charge of a matron, who sees that 
cleanliness in equipment is observed. In kinder- 
gartens, the milk luncheon is made a social af- 
fair where table etiquette, as well as food habits, 
is taught. A discussion of lunches served to un- 
dernourished children is given on a following 
page. 

In all of the two-session regular schools, chil- 
dren return to their homes for the noon meal. 
In one-session schools, lunchroom facilities are 
available for this meal. 


In most cases, the lunchroom is under the 
direction of the Women’s Educational and In- 
dustrial Union, which provides food at cost. In 
the schools where the service is not available 
through this organization, the lunchroom con- 
cession is in the hands of private individuals. 
Candy is either not served, or available only 
after the regular meal. Little is done at pres- 
ent to make the noon lunch educational from a 
health point of view; although some steps have 
been taken in this direction. 


d. Relaxation periods are regularly observed 
in all kindergartens and first grades. The chil- 
dren rest for fifteen or twenty minutes near the 
middle of the school session. If rugs are avail- 
able, the pupils rest on the floor in an out- 
stretched position. Otherwise they place heads 
on their desks. (Rest periods for classes of un- 
dernourished children will be discussed later.) 
Relaxation from regular classroom activities is 
also provided by the mid-morning setting-up ex- 
ercises in grades through the sixth, and by the 
gymnasium classes in the Intermediate Schools. 


3. Direct Classroom Instruction in Health 


a. Grades I-VI. 

In the Elementary Schools (Kindergarten, 
Grades I-VI) each classroom teacher is respon- 
sible for the health teaching in her own room. 
In one of the school districts visited, all health 
teaching for Grades III-VI inclusive is in the 
hands of a health teacher. In addition, the nurse 
assigned to the district gives occasional class- 
room talks on health subjects. The needs of 
the children in a particular neighborhood de-- 
termine to a considerable degree tie sequence 
and emphasis of health instruction given. 

One section of the regular Course of Study 
for each grade is devoted to Hygiene. Although 
these outlines were organized some years ago, 
some of the points and suggestions made are 
valid and helpful. Other elements of the out- 
line could be distinctly improved by modifica- 
tion in the light of more recent experience. No 
new approach is suggested at each new grade 
level. 

The Course of Study for each grade was pre- 
pared by a separate committee ecmposed of class- 
room teachers in that grade, under the direc- 
tion of an Assistant Superintendent of Schools. 
The complete Course of Study for the Elemen- 
tary Schools was not made at one time, nor was 
it coordinated and related through the work 
of a central committee responsible for the con- 
struction of a health education curriculum for 
the whole school system. The Course of Study 
for Grades I to VI inclusive was prepared and 
put into use before the Supervisor of Health 
Education for the Boston Schools was appointed. 

In addition to the material contained in these 
Courses of Study, the first unit of the course 
in Character Education is devoted to Health. It 
is required that each teacher in Grades I-XII 
spend fifteen minutes per day on character train- 
ing, and that additional teaching be done in 
correlation with other subjects of the ecurricu- 
lum. Excellent supplementary materials for 
Character and Health Education are supplied 
through the codperation of the Women’s Munic- 
ipal League. 

In Grades I and II, no time is set aside for 
health teaching. The syllabus suggests that the 
‘*eourse of study in hygiene be covered within 
the time allotted to opening exercises and oral 
composition’’. In Grades III to VI inclusive, 
30 minutes per week is specified for instruction 
in health. 

No one series of textbooks is in general use in 
any school district or at any particular grade 
level. The pupils in one or more classes of 
each of the elementary schools visited are regu- 
larly using standard textbooks as a basis for 
health training and instruction. In the ma- 
jority of elementary classes visited, however, 
there were no textbooks except the single copy 
of one or more books in the hands of the teacher. 
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In some schools, the policy of rotating sets of 
textbooks among classes of the same grade was 
in operation. 

In fifth and sixth grades where sets of health 
textbooks are available for class use, it is com- 
monly the practice to utilize the thirty minutes 
allotted weekly for health as a recitation period. 
The children may be given a portion of the time 
to study material from the text, after which 
they answer questions on the subject covered. 
Such teaching lessons are often supplemented 
by the use of charts, models and diagrams. 

~The recitation period, as such, is less common 
in the lower grades where health instruction is, 
for the most part, given in correlation with other 
subjects of the curriculum. Informal health 
teaching is commonly done in connection with 
other subjects. Examples of these are listed 
below: 


Art: In practically every grade, correlation 
with art is noted. In this field, posters illus- 
trating health rules and drawings of fruit and 
vegetables are very popular. 

Arithmetic: Children in the lower grades 
count such objects as apples, bananas, and or- 


anges. 

English: In the upper grades, children often 
write original stories and poems having health 
value. 

Music: Many classes sing songs to which 
toothbrush drills and other health activities are 
done in pantomime. 

Reading: Some teachers are active in securing 
supplementary health reading beoks from out- 
side sources for use with their classes. 

Special attention is being given to the teach- 
ing of safety in the Boston Public Schools. The 
Massachusetts Safety Council and the Chil- 
dren’s Safety League are codperating in these 
plans. This instruction in safety is being nat- 
urally and satisfactorily related to the health 
education program. 

Health is thus taught directly and in correla- 
tion with other subjects. The integration of in- 
struction is secured in this way rather than 
through the assignment of class time for the 
study of life: situations where an attempt is 
made to contribute to all subjects without ref- 
erence to subject-matter boundaries. 

Special devices and activities are used by in- 
dividual teachers and by schools for interesting 
children in health. In nearly every district, 
several assembly periods during the year are 
devoted to health. Outside speakers from such 
organizations as the New England Dairy and 
Food Council are frequently present. Moving 
pictures and lantern slides are used. Health 
plays developed by different classes are also pre- 
sented at health assemblies. 

In many schools, all of the health work for 
the year is summarized in the Child Health Day 
celebration held early in May. At this time, 
special programs and exhibits are arranged in 


individual classrooms and the entire school joins 
in presenting an exhibition of its health work 
(often in the form of an outdoor demonstra- 
tion) to which parents and friends are invited. 
This is an important means of securing parent 
interest 5 cooperation in the health program. 


b. Intermediate Schools. 

Health is taught to all pupils in Grades VII, 
VIII and IX for one forty-minute period per 
week throughout the school year. Two types 
of general organization for health teaching exist 
in the Intermediate Schools: (1) health teach- 
ing by all home-room teachers; (2) health teach- 
ing by one teacher. There is a tendency toward 
the concentration of health teaching. In a few 
schools, classes are still being taught by home- 
room teachers, however. It is obvious that the 
ideal type of organization depends upon the 
specific situation in a school. In any case, health 
teaching at this grade level should be in the 
hands of teachers specially trained in this field. 

When the Supervisor of Health Education 
was appointed in 1929, there was a course of 
study for the first six grades as indicated above, 
but there were no teaching outlines whatever 
for Grades VII, VIII and IX. It seemed to the 
Supervisor that some organized plan should be 
established in these grades at the earliest pos- 
sible moment and a tentative syllabus was at 
once prepared under the title of—‘A Work- 
ing Outline in Health Education.’’ This is es- 
sentially a topical outline—not a detailed 
course of study. It does not aim to present sub- 
ject-matter for teacher or pupils. Suggestions 
for classroom teaching methods are very brief. 
It contains no textbook or other references and 
no lists of supplementary or source materials. 

It should be borne in mind that this is a first 
step in the organization of instruction. The 
outline is to be used by teachers in developing 
more detailed procedures which in turn might 
be used in building a more detailed Course of 
Study. Such a course of study for these three 
grades is now in process of preparation by a 
committee under the chairmanship of a Junior 
High School Principal, with the guidance of the 
Supervisor of Health Education. This commit- 
tee is composed of health teachers and teachers _ 
of related subjects. This new course of study is 
not yet available for examination, but will be 
issued shortly. 

The tentative outline first placed in the hands 
of teachers suggests that in Grade VII such 
topics as Health in Home, at School, and in the 
Neighborhood, First Aid, Alcohol, Tobacco and 
Patent Medicines, a Time Budget, and Vacation 
Time, be covered. For Grade VIII, the topics 
relate to Foods, General Physiology and Hygiene. 
In Grade IX, the material relates to Civic 
Health, and its objectives are stated as ‘‘To 
develop an understanding and appreciation of 
public health service among the children by ap- 
plication of health education to citizenship; to 
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acquaint the children with the public and _ pri- 
vate agencies in their community which have 
been organized for their welfare.’’ 

As would be expected in this developmental 
stage, the health knowledge which is being pre- 
sented in different Intermediate School Courses 
in Hygiene is somewhat varied. Each instruc- 
tor develops in most detail those phases of the 
subject which he considers most important. As 
a result there is an overlapping of subject-mat- 
ter which should disappear when the detailed 
course of study is put into operation. In the 
past, teachers have generally failed to realize 
that health is a specific subject requiring spe- 
cific teaching knowledge and specific teaching 
methods. The teaching of health has in general 
been less efficient and effective than the teach- 
ing of other subjects. Boston is changing this 
undesirable situation by the centralization of 
instruction -and by the improvement of the 
training of teachers of health education. The 
instruction where health teaching has been cen- 
tralized under specially trained teachers is ex- 
cellent. Instruction where work has not been 
so organized is in general less satisfactory. 

Nearly all classes have access to sets of stand- 
ard health textbooks for reference in their 
study of units of work. Excellent collections of 
supplementary material such as charts, models 
and source books are available. 

In many but not all schools, Grades VII and 
VIII show correlation between Hygiene and 
General Science. Both subjects are required 
of all pupils in these grades. This correlation 
affords an excellent opportunity for linking the 
study of such topics as Bacteria and Home San- 
itation, Textiles and Healthful Clothing, Venti- 
lation and Why the Body Needs Fresh Air. 
Such correlation is to the mutual advantage of 
both courses. With the codperation of a profes- 
sor at Teachers’ College, boxes of supplemen- 
tary visual and experimental material for use 
in teaching science are supplied to the Interme- 
diate Schools. The units on Ventilation, on 
Light and Sound and on Food are especially 
valuable also for hygiene teaching and their use 
is being recommended in the new Course of 
Study. A course in General Science is elective 
for ninth-grade students in the Technical, Gen- 
eral, Commercial, and Mechanic and Practical 
Arts Curricula. Some incidental health teach- 
ing is done in connection with this course, but 
the correlation here is at present less specific 
than in Grades VII and VII. 

Some material on foods and diet is taught in 
connection with Household Arts, required of 
girls in the Practical Arts Curriculum in Grades 
VII, VIII, and IX, and elective for girls in the 
General Course in Grade IX. 

Community Civics is offered, only as an elec- 
tive subject, to students in Grade IX who are 
pursuing the Commercial Curriculum. The 
Tentative Course of Study in Civics for Grade 
IX suggests two specific objectives for includ- 


ing items relating to the health of the com- 
munity: ‘‘to give an appreciation of the meas- 
ures taken by the community to protect the 
health of its citizens,’’ and ‘‘to stimulate inter- 
est on the pupils’ part in maintaining the health 
of the community’’. Here the subject is ap- 
proached entirely from a governmental point 
of view. It avoids overlapping of subject-mat- 
ter, yet makes a valuable contribution to the 
health knowledge and attitudes of the future 
citizen. 

Physical Education, which is required of all 
pupils in Grades L, VIII, and IX, makes a 
distinct contribution to Health Education 
through its practical demonstration of the value~ 
of recreation, play, and good posture, and 
through occasional talks on subjects relating to 
personal hygiene. Extra-class activities for the 
teaching of health are found in assembly periods 
and clubs. 


B. Senior ScHoous 


The health program in Senior High Schools, 
as in most cities, is less extensive than that in 
the Elementary and Intermediate Schools. 

Although nursing service is not extended to 
Senior High Schools, medical service is sup- 
plied to these schools, and an appreciable num- 
ber of physical defects are corrected through the 
influence of principals, teachers and matrons. 
First aid and emergencies (in the absence of the 
physician) are cared for by matrons in the 
girls’ schools, and in the boys’ schools by some 
interested teacher. 

Communicable disease control is in the hands 
of the school physician who, assisted by the prin- 
cipal, checks daily the absentees and pupils in 
contact with cases listed by the City Health 
Department. 

Training in physical education (required of 
all girls for two 45-minute periods per week) and 
military drill (required of boys for two 45- 
minute periods per week) stimulate the desire 
for good posture. In some eases, special cor- 
rective exercises are advised. 

As in Intermediate Schools, little effort is as 
yet made to use the lunchroom for educational 
purposes. 

Freshmen in four-year high school courses, 
and other students who have not fulfilled the 
Hygiene requirement necessary for graduation* 
take a course in Hygiene one period per week 
for a year. Such a course is arranged on a 
basis similar to that given to ninth-grade stu- 
dents in Intermediate Schools. The instruc- 
tor is usually a member of the science depart- 
ment. Subject-matter varies widely. No as- 
signments are given and textbooks are not ex- 
tensively used. Beginning in the fall of 1932, 
home assignments will be given in Hygiene 
Courses in Grade IX. 

*This requiren-ent states that one high school diploma credit 
in Hygiene must be earned by every pupil in grades above the 


eighth. In districts where intermediate organization exists, 
this point is obtained by ninth-grade students. 
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Instruction in Home Nursing is offered in 
only one public school in Boston, the High 
School of Practical Arts. Here senior girls who 
are pursuing the Arts, Dressmaking, and Do- 
mestie Science Courses are required to take this 
course four periods per week throughout their 
Senior year. The instructor is a nurse with col- 
lege training. Subject-matter is based on the 
American Red Cross Textbook, Home Hygiene 
and Care of the Sick, and girls who satisfac- 
torily complete the course are awarded certifi- 
eates by this organization. 

No provision is made for the correlation of 
health with other subjects of the curriculum. 
Health is taught to some extent through clubs 
and occasional assemblies. 


C. HeaAutH CLASSES 


Five types of special classes for help in the 
correction of defects and the conservation of 
health among defectives exist in the Boston 
Public Schools, (1) Rest-Nutrition, (2) Sight- 
Conservation, (3) Classes for the Mentally Re- 
tarded, (4) for Speech Improvement, and (5) 
for Children with Defective Hearing. Each of 
these is in charge of a supervisor and taught 
by persons with special training in their par- 
ticular field. Instruction (6) for crippled chil- 
dren who are unable to attend school is also 
provided by the School Department. These 
special classes are mentioned here because they 
earry special health education programs adapt- 
ed to the health needs of special groups of chil- 
dren. 


1. Rest-Nutrition Classes (25 in number) 


Early in the school year, the medical super- 
visor of nutrition classes, accompanied by the 
school nurse, inspects groups of children in all 
classrooms in districts where rest-nutrition 
classes are in operation. Children who have been 
retained in the class from the previous year; 
known tuberculosis contacts and latent cases of 
this disease; organic cardiacs who in the opin- 
ion of the physician will benefit from additional 
rest in school; habit cases and nervous children 
- referred by physicians, nurses, teachers or 
clinics; children recently returned from a seri- 
ous illness and all those notably under par phys- 
ically are given a careful examination by the 
medical supervisor assisted by the nurse. The 
determination of a child’s nutritional status 
and his entrance into the rest-nutrition class is 
based upon the physical examination (with spe- 
cial attention to muscle tone, subcutaneous fat 
and posture) and upon the child’s personal his- 
tory (including rate of gain over the past year, 
personal health habits, and susceptibility to 
fatigue). 

All children who enter these classes are kept 
under the close supervision of the medical su- 
pervisor who physically examines them not only 
before entrance to the class and at the end of 
the school year, but also at more frequent inter- 
vals if their progress is not satisfactory. She 


also holds mothers’ meetings and individual 
conferences on their children’s health habits. 
Each month the school nurse weighs the chil- 
dren and checks on their general condition and 
health habits. Weights are recorded on a chart 
usually posted in the children’s dining room. 
Children are proud of their records and can tell 
what habits they have practiced in order to help 
them to gain. Individual health record cards 
are kept by the physician and nurse and filed in 
the dining room. 

During rest and lunch periods, the children 
are in charge of a matron who also buys and 
prepares their food. Diet lists are issued each 
week by the supervising physician. When, in 
the physician’s opinion, the child’s physical con- 
dition warrants his discharge from the rest-nu- 
trition class, he is kept under the nurse’s super- 
vision and weighed regularly for several months. 

An important administrative advantage in the 
conduct ‘of these classes is that children in all 
grades may be cared for in a single group. It 
will be noted in the accompanying sample sched- 
ule that children attend their regular grades 
for more than half of the school day, therefore 
admission to or discharge from a rest-nutri- 
tion class does not interfere with the regular 
school curriculum. 

A sample daily schedule followed by chil- 
den in the Rest-Nutrition Classes is as follows: 


9:00-10 :00 in regular classrooms. 

10 :00-10 :30 rest on army cots in well-aired 
room. (Children remove their 
shoes and are covered with 
blankets. ) 
handwashing. Soap and pa- 
per towels provided ; hot water 
in some eases. 

10 :30-10 :40 luneh, consisting of cocoa or 
milk and a sandwich or ecrack- 
ers. In warm weather, milk is 
used and fruit is added. 

10 :40-10 :50 outdoors. 

10 :50-11:45 in regular classrooms. 

11 :45-12 :45 rest on couches. 

12 :45- 1:05 dinner. This consists of milk 
or cocoa, potato or potato sub- 
stitute, meat (or other source 
of protein) two vegetables and 
a dessert. (Fruit is usually 
included as a dessert or a 
salad. ) 

1:05- 1:15 outdoors. 
1:15- 3:30 in regular classrooms. 


2. Sight-Conservation Classes (15 in number) 
The purpose of these classes is first, to con- 
serve what vision the children have, and see- 
ondly, to give these pupils the education of the 
normally sighted child without undue eyestrain. 
The eyes of every school child in Boston are 
tested each year. Those pupils whose average 


vision is 20/70 or as low as 20/200 are eligible 
However, a child with 


for sight-saving classes. 
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20/50 normal vision may be admitted if he is 
suffering from a progressive eye disease. All 
of these children are under the supervision of 
an oculist. Sight-saving classes are held in 
rooms with a north and east exposure where 
light is least intense. Special equipment in- 
cludes movable furniture, desks with adjusta- 
ble tops, textbooks with large type, pencils with 
large lead, and unglazed paper. Children in 
these classes are taught special health facts and 
habits which pertain to their defects; for in- 
stance: ‘‘Do not read in glaring light,’’ ‘‘Stop 
using your eyes if they hurt’’, ‘‘ Always wear 
your glasses’’. Assistance in the conduct of 
these classes is given by the Division of the 
Blind of the Massachusetts State Department of 
Edueation. 


3. Classes for Mentally Retarded Children 
(137 in number) 


Pupils in the regular grades who fall below 
standard are recommended to the examiner of 
the Special Class Department for mental test- 
ing. If they are determined to be of the im- 
provable type for Special Class work and if the 
parents approve, such pupils are transferred to 
a Special Class where methods adapted to their 
needs are used for academic, physical and man- 
ual training. Special attention is given to char- 
acter building, to health education and to men- 
tal hygiene. Special Classes are doing excel- 
lent work in these fields. 


4. Speech Improvement Classes 


Any child who has a speech defect of any type 
may enter a speech improvement class upon the 
suggestion of parents, classroom teacher, physi- 
cian or nurse. Children generally spend three 
hours per week at such a class. Inasmuch as 
many of these pupils present behavior problems, 
a great deal of training in mental hygiene is ac- 
complished in these groups. Nurses and physi- 
cians are cooperative in securing the correction 
of defective tonsils, teeth or other structure 
—_ may retard fine correction of speech de- 

ects. 


5. Classes for Children with Defective Hearing 


a. Lip-Reading Centers. 


Children with a hearing loss of 9 or more 
sensation units (shown as aresult of the audiom- 
eter test) are referred to an otologist who may 
recommend treatment, work in lip-reading class- 
es, or both. Children found in Grades I-III are 
given instruction by a visiting teacher who goes 
to their individual schools. Pupils in Grades 
IV to XII go to lip-reading centers, located in 
various school districts throughout the city. The 
amount of instruction varies from one to two 
and one-half hours per week, depending upon 
the age and grade of the child. <A particularly 
useful type of health instruction is that given 
by teachers of lip-reading classes to children 
in the upper grades concerning the choice of an 


occupation. All such pupils are advised to 
choose some type of work in which normal hear- 
ing is not essential. Children whose hearing 
defect is so great that they are unable to profit 
in their regular school classes with supplemen- 
tary training in lip-reading, are eligible for 
a aa into the Horace Mann School for the 
Deaf. 


b. Horace Mann School for the Deaf. 


At this school a very specialized type of 
health instruction is being given by a well- 
trained teacher, who takes charge of this work 
in all grades above the second. In Grades II to 
VI, thirty minutes per week is used for a teach- 
ing lesson in health. In Grades VII, VIII, and 
IX, four thirty-minute periods per week are de- 
voted to Health and Science. All material is 
developed strictly on such a basis as to appeal 
to and meet the needs of particular groups of 
children, many of whom have very definite and 
specifie health problems. 

Textbooks are used for the most part as ref- 
erence material. There is a library of approxi- 
mately fifty different health texts covering phys- 
iology, hygiene, and sanitation, and including 
some health readers. The children are allowed 
to read these when they have finished work in 
other subjects. They also frequently enjoy the 
privilege of taking books home overnight. 

Visual material plays a large part in the 
education of. the deaf. A moving picture, film 
strip or set of lantern slides is used each week 
for teaching a health lesson in Grades VII, 
VIII and IX. Moving pictures are also used 
for assemblies of the whole school. The school 
possesses a very fine equipment of visual materi- 
als, and others are readily obtainable from out- 
side groups in Boston. 

Handwork is also done by all classes. Materi- 
als from the New England Dairy and Food 
Council are much in demand. Excellent post- 
ers, notebooks, and scrapbooks are made by 
these children. A notebook, in which reports of 
experiments in health and science are written, 
is kept by each pupil through Grades VIT, VIII 
and IX. 

Correlations with Home Economies in which 
the older girls are taught lessons on Foods; with 
Art for poster work, and with Physical Eduea- 
tion for the teaching of recreation and for pos- 
ture correction are excellently developed. 


6. Instruction for Crippled Children 


There are 16 visiting teachers who spend from 
2 to 3 hours per child weekly instructing crip- 
pled children in their homes. 


D. SpecraL ScHOOLS 


1. Continuation Schools 


Pupils between the ages of fourteen and six- 
teen who have left the regular school in order 
to secure employment are required to spend four 
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hours per week in a Continuation School—of 
which there is a Boys’ and a Girls’ Division in 
Boston. All students in these schools are under 
the careful supervision of a full-time physician 
and a nurse, who secure the correction of re- 
mediable physical defects before issuing employ- 
ment certificates. Approximately eight thou- 
sand different pupils attend the school within a 
ear. 

. The program of each pupil is divided into 
two hours of practical and two hours of aca- 
demic work. The latter includes English. Arith- 
metic and Hygiene, each of which is related to 
the practical job the child is undertaking. Each 
instructor teaches all of the academic subjects 
to his groups. 

The general course in Hygiene covers both 
its personal and industrial aspects, and is taken 
up under the following section headings: (a) 
The pupil in relation to himself, to the home, 
and to the employer; (b) The employer in re- 
lation to the pupil; (c) The pupil in relation 
to the community; (d) Public Hygiene; (e) 
Safety first on the job. 

The course aims to teach the pupil the im- 
portance of good health to himself, to his family 
and to his community ; to make him realize that 
good health is a valuable asset, not only because 
it increases his earning power, but also because 
it provides for greater enjoyment of life. 

An important element in the health improve- 
ment of pupils in continuation schools is that 
arising from the visit of the teacher to the pupil 
in his place of employment and the visit of the 
teacher to the home of the pupil. 


2... Trade Schools 


The Boston Trade School (for boys) and the 
Trade Schocl for Girls exist for the training of 
persons over 14 years of age, who have com- 
pleted the eighth grade in the elementary school, 
and who can spend from two to three years fur- 
thering their education, to enter industry. 

The regular medical service is extended to 
the Boston Trade School. Pupils here, as in the 
general high schools, receive instruction in mil- 
itary drill. The regular ninth-grade course in 
Hygiene is given to entering students. Boys in 
the advanced class are also given instruction in 
Industrial Hygiene, directly related to the shop 
work which they are undertaking. 

At the Trade School for Girls, a very compre- 
hensive health program has been developed. 
Kach girl receives the benefit of the routine med- 
ical and nursing service. Excellent work for 
the correction of faulty posture is being ac- 
complished by the physical education depart- 
ment. A course in Personal Hygiene is com- 
pulsory for every girl for one 45-minute period 
per week during her first five months at the 
school. Textbooks are used for reference only. 
A parallel course in Industrial Hygiene is re- 
quired of all girls during the last five months 
of their Senior year. The subject-matter for 
this course is based on the Massachusetts De- 


partment of Labor and Industry: Regulations 
for the Health of Workers. 

There is an excellent correlation of health ~~ 
with the course in Foods and that in Clothing ~ 
and Dress Appreciation, both of which are re- 
quired of all girls. More detailed instruction 
in food values and dietetics is given to girls who 
are studying in the Catering Course. 

The lunchroom at the Trade School for Girls 
is distinctly a health project. The girls are 
taught the right food and diet for persons en- 
gaged in different occupations and are super- 
vised in choosing a menu suitable for the type 
of work which they have been pursuing during 
the school day. 


3. Boston Clerical School 


The Boston Clerical School receives girls 
from the Boston High Schools and trains them 
for clerical positions. The student remains until 
the prescribed program of work is completed. 
The instruction is strictly preparatory for cler- 
ical work and does not include direct health 
instruction. Lectures on health are given oc- 
casionally at assembly periods. 

The school has the services of a school phy- 
siclan and the full-time services of a matron. 
Physical examinations are given annually and 
continued supervision over pupil health is main- 
tained. A lunchroom service is operated by the 
Women’s Educational and Industrial Union. 


1. THE TEACHERS COLLEGE OF THE CITY OF 
Boston 

Beginning with the fall of 1930, all entering 
students at Teachers College were required to 
enroll for a four- or five-year course. At this 
time, the course in health education which had 
previously been given during the second year 
was transferred to the first year. At present 
the following courses are being offered: 


1. All first-year students are required to 
take a course in health for three periods per 
week throughout the year. This course con- 
sists of a study of health problems based upon 
the essentials of anatomy and physiology. It 
aims to arouse in the students a desire for the 
maintenance of hygienic habits and an interest 
in the furtherance of personal, home, school and 
community hygiene. Laboratory work and 
training in First Aid are also included. 

2. All third-year students may elect phys- 
iology for four periods per week for one s&e- 
mester. 

3. Courses in health education methods re- 
quired during the senior year include (a) for 
those students pursuing the kindergarten-pri- 
mary curriculum, a one-hour course for one 
semester, (b) for those students in the elemen- 
tary curriculum, a two-hour course for one 
semester. 

As a part of the extension work of the col- 
lege, courses in health subject-matter are given 
to teachers in service. 

(To be concluded) 
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TYPES OF ULCERATIVE COLITIS 
CASE 19021 
MEDICAL AND SurGicAL DEPARTMENTS 
PRESENTATION OF CASE 


Dr. Henry D. Sressins:* This is the case 
of a twenty-two year old American girl sent in 
by Dr. C. M. Jones and Dr. McKittrick, who 
saw her in consultation at home. 


She had had diarrhea for four weeks, more 
or less bloody for the past three weeks. The 
year previous to admission she was under con- 
siderable strain, working hard, losing weight and 
becoming run down. For three months she had 
had considerable morning fatigue and frequent 
colds. One month before admission she was 
taken suddenly with a chill with a temperature 
of 103° and had watery diarrhea, two or three 
movements a day, none at night. She had had 
no headache, no pain and no vomiting. She con- 
tinued in about the same condition for a week, 
during which she worked four or five days. 
Three weeks before admission she began to no- 
tice blood in her stools, at first half an ounce 
of pure blood, after that from a few drams to 
an ounce in each stool. The temperature was 
elevated, being 103° by mouth almost every day. 
She had some night sweats, especially from the 
time the blood appeared. She had had no pain 
until two weeks before admission, when she had 
midabdominal cramps. These were partially 
controlled with medicine containing opium. She 
vomited twice during the week before admis- 
sion and developed a rather painful hemorrhoid. 

The family history is interesting in that a 

brother died at eleven with ulcerative colitis 
which so far as is known was of the idiopathic 
variety. He was operated on by Dr. McKit- 
trick and an ileostomy performed. 
. The social history is unimportant except that 
the patient was a nervous, hard working, con- 
scientious person who did not keep her weight 
up very well. 

She had had pneumonia at the age of eight 
and diphtheria in 1928. Her best weight was 
142 pounds, seven years ago. Her usual weight 
was 125 pounds. She lost about twelve pounds 
during the three weeks before admission. Her 


*Junior interne on the East Medical service. 


The pulse was 150, the respiration nor- 
mal. Physical examination was practically neg- 
ative except for dehydration and tenderness in 
the lower abdomen and the anal region, which 
was not examined. 

Laboratory tests showed the red count 
6,300,000, the hemoglobin 80 per cent Tallqvist, 
the white count 23,000, 83 per cent polymorpho- 
nuclears, no eosinophilia. A Hinton test was 
negative. The blood chlorides were 484. 

She had from two to seven watery movements 
a day during the first few days, mostly of to- 
mato juice color and totaling up to 1200 eubic 
centimeters every twenty-four hours. Twenty 
examinations were done for amebae, but none 
were seen. There were no ova or other para- 
sites. There were no positive cultures from 
the stools for typhoid, Bargen’s or dysentery 
bacilli, although numerous cultures were made. 
Agglutination was negative for typhoid, para- 
typhoid and dysentery. She had eleven positive 
guaiac tests and grossly bloody stools during 
the first six days, after which the guaiac was 
only occasionally positive and frequently nega- 
tive, although the quantity was still about 1200 
cubic centimeters a day. 

The treatment was high vitamin, low residue 
and strained diet with 200 eubic centimeters 
of glucose intravenously in saline daily for a 
week. 

Dr. McKittrick saw her the day after she 
came in and advised trying yatren if the dietary 
treatment did not help. This was started on 
the ninth day after admission. Transfusion of 
500 cubic centimeters of citrated blood was done 
on the seventh day. The temperature went up 
to 104° and she developed left sided acute parot- 
itis. On the ninth day she developed edema 
of the ankles and the lower parts of the legs. 
The serum protein was 4.4 per cent. The red 
count was 4,400,000, the white count 15,000, 
and she looked much better clinically. She had 
a chill following intravenous 25 per cent glucose. 
The striking thing about her that day is that her 
total stools were only 300 cubic centimeters and 
from that time not over 700 cubic centimeters, 
whereas before she had had 1200 to 1500 eubic 
centimeters. Two days later, eleven days after 
admission, she vomited. The abdominal disten- 
tion was more than usual. The temperature 
dropped from 104° two days before and did not 
again rise above 100° while she was on the Med- 
ical service. 

Transfusion was done on the thirteenth day 
after admission and she was operated on the 
same day, ileostomy being performed. The 
white count was 20,000. The temperature had 


not risen. At operation a large amount of mal- 
‘odorous gas escaped from the abdomen when it 
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was opened. The abdomen was practically filled 
with cloudy fluid with shreds of fibrin in it. 
No attempt at exploration was done. A drain 
was made in the left lower quadrant and ileos- 
tomy done. | 

She lived eighteen hours after operation and 
died with a temperature of 107° and a pulse 
of 160. 


CLINICAL Discussion 


Dr. Strepsins: The diagnoses on discharge 
were idiopathic ulcerative colitis and general 
peritonitis. 

Dr. Cuester M. Jones: I am sorry that Dr. 
McKittrick is not here. He operated on these 
eases and could probably tell you more about 
them. 

I saw this patient in Rhode Island three days 
before admission. There were two or three 
points that interested me. It was perfectly ob- 
vious that she was extremely ill. For about 
two hours I tried to persuade the doctor and 
the family to send the patient to Boston. They 
finally consented, but could not arrange it for 
about two days. I proctosecoped her at that 
time. She presented a proctoscopic appearance 
with which I am not particularly familiar. I 
could get the proctoscope in only a short dis- 
tance because of pain from the hemorrhoid. The 
mucous membrane was diffusely inflamed. It 
was so red that the appearance was that of red 
velvet. It was fissured all along in almost 
branching fissures, as if the mucous membrane 
were brawny and cracked readily. I eould not 
be sure of any ulceration at all, there was so 
much bleeding. It presented a picture that is 
not seen commonly. It must have been a very 
fulminating condition, involving certainly the 
entire lower bowel and quite probably the whole 
colon, and the prognosis was certainly extreme- 
ly dubious. 

I was told that the patient had no anemia 
and that the case was not very severe. The red 
blood count of 6,000,000 bore out that statement. 
She was so excessively dehydrated that the red 
count was very high. It should have been about 
3,000,000 with proper hydration. 

This is the only patient I have ever seen 
who had another similar case in the fam- 
ily. Perhaps that is merely a coincidence, but 
it is rather interesting. Of course the fact that 
she had seen her brother die of this disease de- 
rer her appearance in the hospital because of 
ear. 

I think if any mistake was made it was that 
she was not operated upon as soon as she ar- 
rived in the hospital. We talked the case over 


even before we had seen her; we knew the fam- 
ily, and we thought we might be headed towards 
an ileostomy shortly after she arrived. I think 
in another case in which the condition is such 
a fulminating one, ileostomy within a day or so 


ill. 


after admission, after an attempt had been made 
to supply a large amount of fluids, should be an 
obligatory matter. I should like to know what 
Dr. Daniel Jones thinks about this. 

Dr. Dante F. Jones: This case is of a very 
definite type which fortunately does not appear 
often but does appear every now and then. I 
have seen two of these cases following child- 
birth and a third—so many years ago that I 
do not remember much about it—in a young 
girl whose family had nothing done and who 
died within a few days. 

My personal opinion is that this condition has 
very little to do with the real chronic ulcerative 
colitis. I think it is due to a bacterium which 
is very virulent and makes these people very 
I am sorry to say that I have not much 
faith in ileostomy to stop this disease, although 
I would advise it as early as possible. In one 
of the cases I have seen there was ulceration 
through the rectum into the vagina and two or 
three very deep ulcerations could be seen in the 
rectum. That was a patient of Dr. C. C. Lund, 
who asked me to see her with him. He not 
only did an ileostomy but cut the sphincter in 


order to give all the drainage possible. That 
woman, pulled through. 
The other case was of the same type. The 


patient came from Hartford, where she had been 
delivered. She went down to nothing but skin 
and bones. Then she picked up a little, came 
up here and began to bleed profusely again. We 
did an ileostomy and she went on bleeding just 
the same as if we had not done it. We finally 
gave her yatren, which seemed to do something. 
I am not sure that it did. The temperature 
came down a little. We did two or three trans- 
fusions and finally she gradually picked up and 
has left the hospital within three or four weeks. 
She has I understand continued to improve. 

That these cases are very virulent is shown 
by this ease which Dr. Chester Jones has re- 
ported, in which there was. perforation, and 
the case of Dr. Lund’s of which I have spoken, 
in which there was an ulceration from the rec- 
tum directly through into the vagina. The 
severity of these cases in every way makes them 
avery important group. I would advise doing 
everything you can think of as early as pos- 
sible, including an ileostomy, and I should not 
hesitate to cut the sphincter if necessary. If 
you get a predominating bacterium I would not 
hesitate to give vaccines. 

Dr. Cuester M. Jones: Should you say that 
the others had the same proctoseopic picture? 
It is difficult to believe that any medical ther- 
apy would help at all. 

Dr. Tracy B. Mauuory: Yes, very difficult. 
This is the type of case that would be apt to 
perforate. 

Dr. D. F. Jones: I agree. It is an entirely 
different group from the ordinary chronic ulcer- 
ative colitis, it seems to me. 
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CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Uleerative colitis. 
General peritonitis. 


ANATOMIC DIAGNOSES 


Acute ulcerative colitis. 

Perforation of the sigmoid. 

Generalized peritonitis. 

Operative wounds, ileostomy. 

Mural endocarditis, right and left ventricles. 
Acute mitral endocarditis. 

Pulmonary infarction. 

Chronic pleuritis of the right apex. 
Intrahepatic portal thrombosis, right. 
Central necrosis of the liver. 


PatTHoLocic DiscussIon 


Dr. Mautory: The autopsy showed involve- 
ment of the entire large intestine starting at 
the level of the ileocecal valve, becoming grad- 
ually more intense as it went down the intes- 
tine and reaching its maximum point as it 
reached the cecum. The distribution is essen- 
tially that of ulcerative colitis. 

I will read the description. ‘‘Thirty centi- 
meters from the anus there is a perforation of 
the sigmoid on the anterosuperior surface meas- 
uring 1.3 centimeters in length and 0.2 centi- 
meters across. On the superior surface of the 
transverse colon there is a second perforation 
one centimeter long which is probably traumatic 
in origin, caused in an attempt to free the 
great omentum from this area. All the loops 
of the small intestine are bound together by 
large numbers of fibrinous adhesions. The 
parietal and visceral peritoneum appears thick- 
ened and has a grayish-yellow opaque appear- 
ance. There is an ileostomy opening 15 centi- 
meters from the ileocecal junction. 


‘‘The peritoneal surface of the large intes- 


tine, starting at the ileocecal junction and con- 
tinuing to and including the rectum, has a gray- 
ish opaque appearance and is covered with hem- 
orrhagic areas. In the regions of the trans- 
verse colon, the iliae colon and the sigmoid colon 
the bowel has a grayish-black necrotic appear- 
ance and must be handled with care to avoid 
tearing the wall. The largest of the necrotic 
areas is in the sigmoid colon, involving the en- 
tire circumference and extending along the 
bowel for a distance of 15 centimeters. On open- 
ing the colon it is found to contain very little 
fecal material and a large amount of bright 
bloody, sticky mucous material, particularly in 
the sigmoid and rectum. The wall is greatly 
thickened, measuring 0.5 centimeters in many 
places. Starting in the region of the cecum 
and continuing through it to the anus is an 
increasing amount of ulceration of the entire 
thickness of the mucosa. In the cecum and 
ascending colon these ulcerations are scattered 


throughout the entire wall, the larger ones meas- 
uring as much as 1.5 centimeters in diameter. 
The edges of these ulcerations are undermined, 
often as much as 0.5 centimeter. The floor of 
the ulcers in many instances is made up of the 
muscular wall of the bowel, while in the more 
superficial ulcers it is injected and covered with 
grayish areas of necrotic tissue. There is a 
rapid increase in the number of ulcers as one 
passes along the colon from the hepatic flexure 
to the splenic flexure. From there on the ul- 
cers are continuous with each other in a longitu- 
dinal fashion. These elongated continuous ul- 
cerated areas are separated by longitudinal is- 
lands of injected, thickened, edematous mucous 
membrane. The edges of these areas of mucous 
membrane are often so markedly undermined 
that a patch measuring 3 centimeters long and 
1.5 eentimeters wide is attached to the under- 
lying muscularis mucosa by an area measuring 
approximately 0.5 centimeter in diameter. In 
the sigmoid and rectum the ulceration is so 
marked that only occasional small patches of 
mucous membrane, most of them measuring less 
than 0.5 centimeter in length, are found. In 
the sigmoid region the muscular wall of the 
bowel which forms the floor of the ulcer is 
necrotic over an area approximately 8 centi- 
meters by 3 centimeters. It is near the center 
of this that the perforation is found.’’ 

We also found numerous other things which 
are all essentially complications following the 
perforation in the sigmoid. There was a gen- 
eral peritonitis. There was also an intrahepatic 
portal thrombosis in one lobe of the liver only. 

There was an acute mural endocarditis of 
both the right and left ventricles and acute en- 
docarditis of the mitral valve. The mural endo- 
carditis is distinctly unusual. 


CASE 19022 
SuRGICAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. Davin W. Watuwork*: First admission. 
This patient was a young woman twenty-seven 
years old, a white single native stenographer, 
who entered the hospital complaining of diar- 
rhea and bloody stools during the previous three 
weeks. 

For seven months she had had slight amounts 
of rectal bleeding which she had attributed to 
hemorrhoids, but for the past three weeks, since 
attending a banquet following which others be- 
sides herself were ill, she had had diarrhea 
amounting to a movement every half hour dur- 
ing the day and four or five times at night, 
each movement watery and bloody and accom- 
panied by abdominal cramps. For four days 
previous to entry she had noted fever and had 
had some real shaking chills. 


*Recently senior interne on the East Surgical service. 
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On entrance her physical examination was 
essentially negative except for some voluntary 
rigidity of the abdomen, some tenderness in the 
left lower quadrant and flank, tenderness by 
rectum, and a ‘‘granular’’ feeling rectal mu- 
cosa. Her weight was 78 pounds. 

The urine was negative. The white blood cell 
count was 13,000, the red blood count 3,760,000. 
The stools were tinged with blood but nega- 
tive for bacillus typhosus and paratyphosus, 
bacterium enteritidis, for amebae and for tu- 
berele bacilli. A Wassermann, a blood culture 
and a Widal were negative. Dr. Clifford isolated 
from the stools an unidentified organism which 
agglutinated in the patient’s serum and made 
from this organism a.vaccine with which the 
patient was subsequently treated. 

The temperature was 101°, the pulse 140, the 
respiration 25. 

X-ray showed a smooth sigmoid and colon 
with absent haustral markings and a narrowed 
lumen. 

Dr. D. F. Jones did a proctoseopy at this 
time, made a diagnosis of ulcerative colitis and 
advised ileostomy. 

The patient was in the hospital five weeks 
and was given boiled milk, various enteritis and 
colitis diets, vaccine, starch enemata and starch 
and opium enemata with acriflavine. At the 
time of discharge she was slightly febrile and 
had lost some weight, but her diarrhea and in- 
testinal bleeding were less. She was to go home 
for two months to try the vaccine, a low residue 
diet and starch enemata. 

Second admission. She returned two months 
later, still having four to five imperative stools 
a day but feeling stronger and weighing slight- 
ly more. The other findings were unchanged. 
Dr. McIver did an ileostomy under ether. Al- 
though the patient had considerable postopera- 
tive reaction, she was discharged distinctly im- 
proved eighteen days after operation. 

Third admission. Her next entry was seven 
months later, when she returned for a period 
of rest and observation after some increase in 
the number of stools and the amount of blood 
in them for the past month following an injec- 
tion of vaccine: In general, however, she had 
made real improvement. Her appetite was bet- 
ter, she had gained fifteen pounds and her red 
blood cell count had risen one million, to 
4,880,000. 

Fourth admission. Two and a half years 
later she entered for metabolic studies of the 
effect of various diets on her ileostomy. Her 
appetite was excellent, her weight constant at 
92 to 95 pounds, her ileostomy was functioning 
well, the discharge was less fluid and did not 
cause irritation. The only disturbing thing was 
the occasional embarrassment caused by the dis- 
charge of gas from the ileostomy. She was 
having a small amount of bloody discharge from 
her rectum only once every three or four months. 


At this time her rectum was found narrowed 
and scarred as the result of some healing. The 


proctoscope could be introduced only 10 centi- 


meters. 

She developed a perianal abscess which re- 
quired surgical drainage, but otherwise did well 
and gained six pounds. 

Fifth admission. Ten months later she en- 
tered again, four years after the ileostomy, be- 
cause her rectal bleeding had increased until 
about every six weeks she would bleed for a 
day or a week, losing ‘‘a cupful of blood three to 
four times a day’’. There was no weight loss 
or loss of strength. The red cell count was 
4,100,000, the hemoglobin 75 per cent. 

Dr. D. F. Jones did a colectomy under ether, 
attaching the remaining segment of rectum and 
rectosigmoid to the abdominal wall. The en- 
tire colon was seriously diseased, but less so 
at its distal end. The patient made an excel- 
lent convalescence except for a severe cystitis 
which required prolonged constant urethral 
drainage. There was some minor wound infec- 
tion. 

Sixth admission. The patient’s last entry was 
a year and a half later, when she was read- 
mitted for rest after two hemorrhages from the 
remaining segment of bowel. The bleeding 
quickly subsided and Dr. D. F. Jones felt that 
operative removal of the remaining bowel was 
unnecessary. 

At this time the patient weighed 118 pounds 
(original weight 78 pounds). She was perfect- 
ly content and physically the picture of health. 
She was rather anxious to have the remaining 
bowel removed to avoid possibility of further 
trouble after marriage. 


CLINICAL DiscussION 


Dr. CHEsTerR M. Jones: This is a case that 
Dr. Daniel Jones and I followed for a long time. 
I think the patient represents the whole pic- 
ture of ulcerative colitis from beginning to end. 
She started off with a characteristic onset, acute 
in nature, and came in here reasonably sick. An 
organism was found which apparently was in 
the paratyphoid group, although not classified 
at the time. That was as near as we could get 
bacteriologically. She had one remission and a 
relapse. Her nutrition was poor and she was 
not gaining in weight. It was finally decided 
that an ileostomy was the proper form of treat- 
ment. 

Tleostomy was done successfully and she did 
what most of these cases do, regained weight 
steadily and improved in general appearance. 

I saw her on and off after her discharge, The 
only important thing she complained of was the 
occurrence of repeated hemorrhages. All the 
other complaints amounted to nothing but a 
little annoyance from the ileostomy. The hem- 
orrhages recurred at decreasing intervals and 
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apparently became more severe with each at- 
tack. Finally Dr. Jones and I talked it over 
and agreed that it would be worth while to re- 
move the cause of the hemorrhage, namely the 


colon. In about six months’ time the patient 
had accepted the idea. A colectomy was then 
done. Interestingly enough she has had fur- 


ther bleeding from the remaining portion of the 
sigmoid. In other words the disease is one that 
is not cured by ileostomy. As long as the colon 
stays in the body it is a source of hemorrhage 
or infection or both. She has done extremely 
well, however, is the picture of health, and 
no one would guess that she had been sick at 
all. Her nutrition is extremely good; in fact 
she is overweight. Whether we shall have to 
go after the remainder of the sigmoid is a ques- 
tion, but my guess is that we probably shall 
not. It may become nothing but scar tissue. 
As to the statement that the distal end of the 
colon showed less disease than was expected, I 
think the condition there may be scar tissue 
from previous disease. Usually the disease 
starts in the rectum and works up to the ileo- 
cecal valve. 


She has now gone a good many years not at 
all inecommoded by the ileostomy. The only 
worry at present is whether or not she shall 
marry. She has been advised to do so but to 
avoid pregnancy because of the danger of ob- 
struction. 

Dr. Danret F. Jones: I should like to say 
that I consider this a typical case in every way, 
not only as to the symptoms but from the point 
of view of treatment and the course of the dis- 
ease. 

There is one thing that must be understood, 
and that is that an ileostomy does not cure this 
disease. It cures the patient, but it does not 
cure the disease. I can show you any number 
of patients who have had an ileostomy who are 
apparently well; but when we come to look at 
the rectum it is just as bad as the day we did 
the ileostomy. Is that true? 

Dr. C. M. Jones: Yes, that is correct. 

Dr. D. F. Jones: It is all very well to say 
that ileostomies are of no value and we should 
not do them, but as we are unable to cure any 
of these cases here by the Bargen vaccine or 
serum, up to the present time we have no way 
to cure the patients except by ileostomy, at least 
I have not learned of any way. There are a 
few mild cases that go along without an ileos- 
tomy. One should not do it unless it is neces- 
sary because the patient cannot be cured with- 
out it. When a patient is down to 78 pounds, 
however, it seems to me something ought to be 
done. 

I have a patient who was operated on at 
this hospital, a young girl who was nothing 
but skin and bones at the time. She now weighs 
175 or 180 pounds and has been in perfect 
health, or I should say she was in perfect health 


until the time a colectomy was done. That pa- 
tient was sent to Dr. Bargen himself. He said 
he would take the patient but he wanted me 
to understand that after an ileostomy was done 
the vaccines did not seem to do much good. In 
other words, he is talking about one class of 
case and we are talking about another. He made 
a statement at the meeting of the Gastro-En- 
terological Society some years ago that he cured 
90 per cent of these patients. I am willing to 
state that at this hospital we do not cure more 
than 10 per cent of cases of what we call chronic 
ulcerative colitis. I think we do not cure even 
10 per cent, do we? 

Dr. C. M. Jones: That is what we are try- 
ing to find out. I doubt it too. 

Dr. D. F. Jones: The ileostomy did very 
well, but she was bleeding and could not keep 
on with her work. I think work is a very im- 
portant part of the average person’s life, espe- 
cially that of a person who must depend upon 
work for a living. This girl could not keep 
on with her work because of the bleeding. She 
was very anxious to have something done about 
it. I said, ‘‘You think an ileostomy is a ter- 
rible thing, as I do. You know that if we take 
the colon out it is the end of using the colon.’’ 
She said, ‘‘That is all right. If you stop the 
bleeding I do not care.’’ So we took out her 
colon. It is quite possible that the rectum will 
have to come out. She looked so well the day 
I saw her and had bled only once or twice for 
such a short time that realizing what it means 
to take the rectum out I did not feel like put- 
ting her through that ordeal. 

There is one more thing to which I should like 
to call your attention, that is that in the acute 
case you found portal thrombosis. I have never 
seen a portal thrombosis with these chronic ul- 
cerative cases, nor have I ever seen an abscess 
of the liver. That is a very queer thing. Here 
is an ulcerative condition in the colon, and yet 
there are very few cases of any infection of the 
portal system. There are many things about 
chronic ulcerative colitis that make one feel 
that it is not an infection, and that is one of 
them. 

DIAGNOSIS 


Uleerative colitis. 


PaTHOLOGIC DiIscUSSION 


Dr. Tracy B. Matuory: The surgical speci- 
men here showed a relatively acute process in 
the cecum with numerous petechial hemorrhages 
scattered through the mucosa and a very much 
more chronic process in the transverse colon with 
much more fibrosis. We found several areas 
where the ulcers were so deep that they pene- 
trated through the muscularis and only a thin 
remnant of the wall remained. She must in 
the past havé been several times very near com- 
plete perforation and general peritonitis. 
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CASE 19023 
SurGICcCAL DEPARTMENT 


PRESENTATION OF CASE 


Dr. Water E. Garrey:* First admission. 
This is a fifty-nine yews old American store 
owner who was first seen twelve months ago on 
the Medical service with the complaint that he 
had had diarrhea ever since he could remember 
and increasing general weakness for a year and 
a half. 

He said that he had had ten to fifteen bowel 
movements a day all his life and that they had 
always been loose in character. He had had 
considerable tenesmus and from time to time 
cramping pains moving from the right to the 
left of the abdomen, relieved to some extent by 
defecation. He had never had rectal bleeding, 
although he had passed small amounts of mu- 
eus. His weight averaged about 125 pounds. 
During the past year it had dropped so that 
he had not been over 110 pounds. Treatment 
with seedoxylin, lactodextrin and acidophilus 
gave very slight benefit. 

He had an attack of right upper quadrant 
pain diagnosed as gall stones at the age of forty, 
ehanecre treated with blue ointment at the age 
of twenty. 

When he entered the Medical service he was 
poorly developed and nourished. He had a soft 
blowing precordial murmur. The abdomen was 
rather distended and slightly tender in the right 
upper portion. Rectal examination disclosed 
numerous small shot to pea sized masses along 
the rectal wall, thought to be polypi. The hemo- 
globin was 80 per cent, the red count 3,900,000, 
the white count 4,300, the smear normal. The 
urine was normal. Wassermann and Hinton 
tests were strongly positive. The stools were 
negative to guaiac. They showed 15 to 20 white 
cells microscopically. 

On x-ray examination with a barium enema 
the appearance suggested ulcerative colitis. All 
through the bowel were rounded defects thought 
to be suggestive of polypi. There was also a 
constriction in the midportion of the descend- 
ing colon thought probably to be due to sear tis- 
sue. Examination with a barium meal was nega- 
tive. There was a stone in the gall bladder. 

Proctoscopy demonstrated numerous polyps 
in the rectum and rectosigmoid, also ulcers 
along the rectal wall. The pathologie report on 
a biopsy specimen was ‘‘ polypoid hyperplasia’’. 

It was felt that he should have a colectomy. 
The first stage was done two weeks after entry, 
an exploratory laparotomy under spinal anes- 
thesia and an ileostomy. The entire large in- 
testine was dilated to twice the normal size. 
thickened, edematous and quite rigid. His con- 
valescence was not remarkable. 

History of interval. That winter he went to 
Florida. He did quite well and increased his 


*Interne on the East Surgical service. 


weight to 127 pounds. He took some mercury 
and iodide by mouth as treatment for his latent 
lues. The bowel movements were reduced to 
four or five a day. He passed chalky material 
and a little mucus. He had three or four chills 
during the winter. 

Second admission. When he reéntered he was 
again seen on the Medical service and was found 
to be in better general condition than at his pre- 
vious entry. His hemoglobin was 55 per cent, 
his red count 4,200,000, his white count 10,000. 

He was kept on the Medical service for two 
weeks and a half. Then it was felt that even 
though he was an elderly man he should have 
a colectomy. This was done by Dr. McKittrick. 
The patient had two transfusions of 500 cubic 
centimeters, one during the course of the oper- 
ation and one at the end. Troublesome bleed- 
ing was encountered in the region of the hilum 
of the spleen. The distal end of the rectosig- 
moid was implanted in the abdominal wall. 

His convalescence was complicated by a small 
abscess in the stab wound in the left flank and 
one in the abdominal wound; but on the whole 
he did very well. 


CLINICAL DIscUSSION 


Dr. Cuester M. Jones: This ease is a little 
out of the ordinary, in the first place on account 
of the duration and in the second place because 
of the relatively low grade ulcerative colitis as- 
sociated with polypi. Whether they were the 
cause or the result is very difficult to say. There 
is a group of these patients that develop polypi 
which are fibrous in nature due to the chronic 
inflammatory process with the associated de- 
nudation of the mucosa, and another group that 
have adenomatous polyps, and we have cases 
that show both conditions. 

It was felt in this particular instance that 
in spite of his age there was a fair chance of 
completely curing him by first doing an ileos- 
tomy and getting him in better condition and 
then doing a colectomy to avoid two things— 
first the possibility of malignant degeneration, 
and second to get out a definitely septic area 
that was bleeding and producing anemia. It was 
done successfully and he is now in perfect 
health. 


DIAGNOSES 


Uleerative colitis. 

Multiple polyposis of the colon with adeno- 
matous degeneration of some of the 
polyps. 


PATHOLOGIC DiIscussION 


Dr. Tracy B. Matnory: The specimen in 


this case showed most of the typical changes of 
ulcerative colitis and also, as they noticed on 
proctoscopy, a rather marked degree of polyp- 
osis. Two types of polyps were found, some of 
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‘which appear to be adenomatous, and although 
‘smaller are not histologically different from the 
‘single or multiple adenomatous polyps that one 
sees so commonly in the rectum. They lie in 
the indefinable borderland between hyperplasia 
and neoplasm. A second type of polypoid mass, 
indistinguishable grossly, showed nothing mi- 
eroscopically but inflamed granulation tissue. 

He had one other finding which in my experi- 
ence is rather rare in ulcerative colitis, that is 
‘a very marked localized stricture. At one point 
the colon was diminished to less than one third 
the normal diameter. It strongly suggested 
that a complete intestinal obstruction might 
have resulted in a very short period. 


CASE 19024 
MepIcAL AND SuRGICAL DEPARTMENTS 
PRESENTATION OF CASE 


Dr. Davin W. First admis- 
sion. A white married native store manager 
twenty-six years old entered three years after 
the onset of fever, malaise, vomiting and diar- 
rhea with bloody stools. 

A few days after the onset of his illness he 
was operated on for hemorrhoids, then for fis- 
suring, later for fistula. These operations re- 
quired about two months in bed. The diarrhea 
and weight loss continued until his weight fell 
from 150 pounds to 67. After this he spent five 
months in a hospital, where he ran a rather 
stormy course. In the end the rectal bleeding 
‘stopped and he began to regain weight and 
‘strength. 

During the next two years he had been well 
until about six months before entry, when he 
found he was unable to find work. He thought 
the mental upset accompanying this had started 
the diarrhea again. He began to have anorexia 
and malaise. He reéntered the hospital, where 
he passed stools with ‘‘30 per cent blood and 
70 per cent water.’’ Four months before entry, 
one month after he entered the hospital, ileos- 
tomy was done. He was very ill, with a tempera- 
ture of 104° and a pulse of 130 to 140. After 
about a month he began to show improvement. 
Three months before entry he began to have 
numbness, weakness and tingling of arms and 
legs, and some tenderness along the courses of 
the nerves in his legs. One month before entry 
he was considered well enough to go home and 
was allowed to sit up, but he suddenly developed 
an extreme tachycardia of 160 with cyanosis 
and a blood pressure of 70/60. He improved 
with oxygen and digitalis. Four days before 
entry he was seen by Dr. P. D. White, who 
thought he had a normal heart, ulcerative coli- 
tis and slight psychosis, because ten days before 
he was admitted to this hospital, six days be- 

*Recently senior interne on the East Surgical service. Owing 


to his absence in Europe it has been necessary to publish this 
report without Dr. Wallwork’s revision. 


fore Dr. White saw him, he suddenly refused to 
talk and his mentality became that of a small 
child. He sang a good deal, but apparently had 
no hallucinations. 

His physical examination at entry showed a 
rather well developed but very poorly nourished 
man in no apparent discomfort. His ileostomy 
was functioning well. There were various mi- 
nor findings. Many of the clinical signs were 
of a peripheral neuritis, including tenderness 
along the course of the nerves to the legs. 

The urine was negative. Blood examination 
showed 5,750,000 red cells, hemoglobin 70 per 
cent, 10 per cent eosinophiles, 36 per cent 
lymphocytes. 

He was kept in the hospital about two weeks, 
during which time he suddenly ‘‘awakened’’, 
wanted to know what had been happening to 
him during the previous five months. After 
this he improved steadily. He was discharged 
with a diagnosis of ulcerative colitis, peripheral 
neuritis and psychosis. 

History of interval. After he left the hospital 
he gained about twenty pounds. He had con- 
stant increase of strength in his legs. He had 
one to five bowel movements a day, with con- 
siderable blood, three pints in six days accord- 
ing to his wife. At the same time he had some 
urgency. One week before his second admission 
he began to have loss of appetite and weight, 
drowsiness, increase in the amount of blood in 
his stools and a feeling of numbness in his fin- 
gers and toes. His mental symptoms had dis- 
appeared. 

Second admission, three months after his dis- 
charge. 

The general physical examination was nega- 
tive. His neuritis had apparently cleared some- 
what. Proctoscopy showed a ‘‘raw beefsteak’’, 
bleeding mucosa. 

He was selected as a candidate for colectomy 
and was transfused twice. His condition on re- 
turn to the ward was only fair. He was given 
another transfusion with good effect. For four 
or five days his temperature was 103° to 104°, 
but it suddenly came down to 99.5° and never 
went above that during the rest of his stay in 
the hospital. He did very well and was allowed 
to get up and walk about with the aid of a 
frame. Just before discharge he had an attack 
of clear watery diarrhea. After this he gained 
and went home much improved. 

Dr. Grorce W. Houtmes: This film shows the 
constricted, indurated appearing bowel which 
is rather characteristic of this disease. In the 
lower portion there is a suggestion of the ser- 
rated appearance that we see sometimes in ulcer- 
ative colitis. 


CLINICAL 


Dr. Houmes: As you have seen from the 
discussion, the x-ray plays a minor part in the- 
diagnosis of these cases. Proctoscopy is always 
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much more effective. One might think the x-ray 
would be of some help in determining the ex- 
tent of the disease. A method which ought to 
detail these shadows much better is the injec- 
tion of air following a small amount of barium. 
I think it is possible by that method to get a 
fairly good picture of the mucosa of the colon, 
but there is a certain amount of risk with the 
type of cases shown to-day. With such a patient 
as the man you have just been discussing the in- 
jection of air could easily produce a perfora- 
tion. For that reason we hesitate to do it here, 
especially since it does not add greatly to the 
diagnosis. 


Dr. CHEsTER M. Jones: This last case is of 
interest because it shows practically all the com- 
plications that one can see in the disease. Most 
patients if followed carefully will develop some 
type of deficiency, and anemia from hemorrhage 
or from insufficient diet. This man developed 
practically the findings of beri-beri. He had I 
should think a typical attack of beri-beri, a type 
of heart dilation with a very rapid pulse com- 
ing on suddenly and nearly resulting in his 
death. The psychosis was certainly due in part 
to malnutrition and may have been associated 
with cerebral lesions. He had a fully devel- 
oped peripheral neuritis which was still present 
at his second entry to the extent that we could 
not get his knee-jerks or ankle-jerks, but this 
summer he could walk half a mile and swim as 
far as fifty yards without any real difficulty. 
He had a marked stomatitis and colitis during 
the course of the disease, quite similar to what 
one sees in pernicious anemia or sprue. He had 
a pustular skin eruption which we do not see 
in these cases. He had all the peripheral nerve 
manifestations that can appear, possibly exag- 
gerated by the ileostomy, because in this in- 
stance that provided a very rapid emptying of 
his bowels. He was not having a balanced diet 
at first. Under an extra careful high vitamin, 
low residue diet he improved fairly well during 
his first admission. At home he continued to 
improve up to a certain point, but beyond that 
showed no signs of improvement. I felt that 
possibly an actual factor in his failure to im- 
prove further was the infected colon, just as a 
septic focus in pernicious anemia will prevent 
proper response to otherwise adequate treat- 
ment. 

We all thought after talking it over that 
colectomy was worth while. He did very well 
after the colectomy and at present looks better 
than he has for some time. He is almost back 
to his normal weight and as I have said has 
recovered strength enough so that he can swim 
fifty yards without fatigue. His gait is not good 
as yet, but probably will recover completely in 
due time. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Uleerative colitis. 
Peripheral neuritis. 


PatHouocic Discussion 


Dr. Tracy B. Mauuory: The gross appear- 
ances were again typical of an ulcerative coli- 
tis. 

This first section is from the ascending colon, 
which is on the whole least involved. <A fair 
number of intestinal glands are present here. 
There is a marked thickening of the mucosa by 
an infiltration of lymphocytes, plasma cells and 
a fair number of polymorphonuclears. A few 
glands are greatly dilated and packed with poly- 
morphonuclears. These represent small miliary 
abscesses. Similar conditions have been found 
in the lower sigmoid on proctosecopic examina- 
tion in very early cases. This cannot be re- 
garded as a perfectly typical early lesion be- 
cause we have a marked fibrous thickening of 
the submucosa, four or five times as thick as it 
should be. So that although the ulceration in 
this region is not so marked as elsewhere and 
the mucosal changes are more like early ones, 
we know that the process must have been going 
on for a long time. 

In the transverse colon the process has ex- 
tended further. Only a few intestinal glands 
show there. Along the edge of the ulcer they 
have disappeared entirely. The ulcer shows a 
base of inflamed granulation tissue, but the 
process has not quite come down to the mus- 
cularis as yet. The last section is from the 
sigmoid, and here the ulcers are in places right 
down to the muscularis. 

Dr. White, have you a word to say on the 
effects of beri-beri on the heart? I think it is 
a totally new subject to all of us. 

Dr. Paut D. Wartre: This case I was called 
out to see because of persistent tachycardia; 
the cardiac condition was obviously largely 
functional, the effect of some influence on the 
heart, not heart disease. Although beri-beri 
has been written about extensively, especially 
in the far East and the Dutch East Indies, we 
almost never see cases here. The beri-beri heart 
is said to show increased size, due to dilatation 
primarily; there is also edema actually of the 
muscle itself, with cardiac weakness, disturbance 
of rhythm, congestive failure and general weak- 
ness. I am not however particularly familiar 


with the subject, having seen to recognize only 
two or three cases that like the one recounted 
here might be considered as mild instances of 
the beri-beri heart. Proper diet, including es- 
pecially the antineuritic vitamin B, quickly 
clears up evidences of the beri-beri heart when 
not far advanced. 
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AN AMERICAN TRAGEDY 


THREE generations of family physicians 
named Huntington, residing on the east end of 
Long Island, New York, observed, in adults, an 
unusual condition of chorea and dementia. The 
disease was distinctly familial and the third 
generation of the Huntington family thought 
it important enough to write a description, 
which was published in an old Philadelphia jour- 
nal, the Medical and Surgical Reporter for April 
13, 1872. The same author, later, gave some 
recollections of this disease in the Journal of 
Nervous and Mental Disease for April, 1910. 

It was reported that Huntington’s grand- 
father first observed the disease in 1797; so it 
was known to at least one family of physicians 
for over one hundred years. It has been noted, 
moreover, that this disease in its hereditary char- 
acteristic goes back to the very first settlers com- 
ing from England to this country, and recently, 
Dr. Vessie* of Greenwich, Connecticut, has suc- 
ceeded in tracing one group of sufferers to three 


men and their wives who came to this country 
in John Winthrop’ s fleet in 1630. These fami- 
lies, coming from Suffolk, England, are respon- 
sible for many descendants who have not only 
shown the characteristics of Huntington’s chorea 
but, in the seventeenth century, were frequently 
persecuted for witchcraft. The details of Dr. 
Vessie’s unusual investigation need not be en- 
tered into here; suffice it to say that he has been 
able to draw a direct line from one of the men, 
through twenty-two generations, to the present 
day. That women with this unusual malady 
should be considered as witches is reasonably un- 
derstandable in view of their queer mentality 
and almost constant choreic movements. A good- 
ly number were not only persecuted but hung. 
It took only a slight evidence, under certain 
circumstances, to try.a witch and sentence her 
to the scaffold. 


There have been many other investigations of 
the heredity of this disease by Hattie, Tilney, 
Jelliffe, Davenport and Muncie, and Hamilton, 
but none more carefully worked out than those 
presented by Dr. Vessie. He, moreover, calls 
attention to the connection between Hunting- 
ton’s chorea and witchcraft, an emphasis which 
has not previously been clearly put upon this 
disease. Although many of the witches, par- 
ticularly those executed at Salem in 1692, were 
children showing the effects of ‘‘group hys- 
teria’’t, older persons, such as might be suf- 
ferers from Huntington’s chorea, were frequent- 
ly aceused. Vessie’s investigations are particu- 
larly important, therefore, not only to medi- 
0 but to the Colonial history of New Eng- 
and. 


wr P. R. Jour. Nervous & Mental Dis. 76:553 (Dec.) 


+Taylor, E. W. Some Medical Aspects of Witchcraft. ‘Prob- 


lems in  deebereciss al London: Kegan, Paul, Trench, Trubner & 
Co., 192 


THE BOARD OF REGISTRATION IN 
MASSACHUSETTS AND IN OTHER NEW 
ENGLAND STATES 


In a democracy, the law represents, somewhat 
inaccurately, the general sentiment of the com- 
munity and may be said to be the outgrowth of 
the life and experience of a given state or of 
the Nation. If one seeks for ground of ap- 
praisal of standards of excellence as therein ex- 
pressed, one should compare and contrast them 
with the laws of adjacent and presumably simi- 
lar communities, of like standards and intelli- 
gence and enlightenment. It is instructive to 
compare in this way, the medical practice act 
of Massachusetts with similar statutes of the 
other New England States, in so far as the at- 
titude toward medical education is concerned. 

The statute in Maine provides that the ap- 
plicant for examination for registration shall 
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present to the board satisfactory proof that 
he is ‘‘a graduate of some reputable medical 
school or college in good standing, having power 
to confer degrees in medicine, and maintaining 
a standard of preliminary education and of med- 
ical instruction approved by the board’’. The 
other qualifications are similar to those of Massa- 
chusetts, twenty-one years of age, of good moral 
character, high school or equivalent preliminary 
education. In New Hampshire also the candi- 
date must be twenty-one years of age, and of 
good moral character, but he must have com- 
pleted two years of college work or its equivalent 
in his preliminary education, and must have 
‘‘studied the treatment of human ailments not 
less than four school years of not less than nine 
months each in a medical school maintaining at 
that time a standard satisfactory to the board, 
and has graduated from such sehool’’. In Ver- 
mont, the statute says ‘‘a person twenty-one 
years of age and of good moral character who 
is a graduate of a legally chartered medical col- 
lege or university having power to confer de- 
grees in medicine and surgery, and such medi- 
cal college or university being recognized as de- 
termined by the board’’. In Massachusetts, the 
statute provides that the candidate shall be 
‘‘twenty-one or over, and of good moral char- 
acter’’, possessing the ‘‘educational qualifica- 
tions required for graduation from a public high 
school’’, and holding ‘‘the degree of doctor of 
medicine or its equivalent from a legally char- 
tered medical school having the power to con- 
fer degrees in medicine, which gives a full four 
years’ course of instruction of not less than 
thirty-six weeks in each year’’. 

South of Massachusetts the law pertaining to 
good moral character and twenty-one years of 
age does not exist. In Rhode Island, the appli- 
cant shall present satisfactory evidence of grad- 
uation from a ‘‘medical school in good stand- 
ing’’. Connecticut, not long ago, was the focus 
of attention in a ‘‘diploma mill scandal’’, and 
since that episode one of its boards of registra- 
tion (the law provides for three) has been in a 
state of suspended animation. The legislative 
reaction was prompt but protracted, and the 
resulting enactments cannot be summarized 
briefly. The qualification of medical schools 
pertinent to this consideration, however, is that 
they must be ‘‘recognized as legal and repu- 
table’’. Connecticut as recently as 1927 was 
made aware of the existence of diploma mills. 

The contrast between the laws of the other 
New England States and the law of Massachu- 
setts, where the statute does not detect the ex- 
istence of a diploma mill or other unqualified 
medical school, is a matter of grave concern to 
the people of this Commonwealth. Why is it 
that Massachusetts lags so far behind these other 
states in this respect? If we are right, it mat- 
ters little that others laugh at us. But if we 
are wrong, what? 


A NEW ERA IN PSYCHIATRY 


- THE era is barely past when psychiatry was- .« 4 


presented to medical students as an isolated spe- 
cialty, almost totally unrelated to the other fields. 
of medicine and one to be practised only in what 
were then termed ‘‘asylums’’ or in the commit- 
ment of patients to those unfortunately-named 
institutions. The subject matter was outlined in: 
a few dry-as-dust lectures, with perhaps a clinic 
or two in a mental hospital for good measure. 

It is hard to believe that in the course of only 
slightly over a decade a specialty has been able 
so to infiltrate medical thought and practice 
as has been the case with psychiatry. The World 
War was a large scale demonstration of the prac- 
tical extra-institutional value of psychiatry,— 
in the selection of recruits and in the dealing 
with the various neurotic and psychotic mani- 
festations incident to military service; for ex- 
ample, this specialty proved its ability as a con- 
server of human material and of the morale of 
the troops. 


Since that time, and to a considerable extent 
because of its war-time service, psychiatry has 
undergone a remarkable extramural develop- 
ment. Its assistance to the Courts, notably in 
Massachusetts but to no mean extent through- 
out the country, need only be mentioned here.. 
The very practical and valuable assistance which 
it has rendered to the schools has recently been: 
the subject of an editorial and a leading article 
in this Journal. 


The development of the Child Guidance move- 
ment, in which this Commonwealth has been 
one of the leaders, has been phenomenal, and 
has brought about a closer approachment be- 
tween the specialties of pediatrics and psy- 
chiatry. 

The preventive aspects of psychiatry have 
been widely emphasized by such organizations 
as the National Committee for Mental Hygiene 
and the Massachusetts Society for Mental Hy- 
giene, and a large lay interest has developed in 
this field. 

The emphasis of psychiatry in all these fields, 
as well, of course, as in the institutional treat- 
ment of mental disease, has increasingly been ~ 
placed upon the view of the individual as a so- 
cial unit,—that is, upon the whole patient. It 
is here especially that it has made its contribu- 
tion to the general practitioner and to the spe- 
eialist. Too often in the past the condition of 
the whole patient has been overlooked in the 
zeal to correct the abnormal condition of his 
kidneys, liver, or heart; were it not for this, 
the cults of today would very likely not have 
enjoyed the mushroom growth we observe about 
us. A recognition is becoming general among 
medical men that most cases, whether ostensibly 
mental cases or not, have their psychiatric as- 
pects,—a fact that is equally true whether we 


are dealing with the person who is subconscious- 
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ly seeking escape from a discordant home situa- 
tion by means of a neurosis, or with the patient 
who has developed morbid introspection or ir- 
ritability over, for example, a gastric ulcer or 
a myocarditis. 

The day is rapidly passing when the practi- 
tioner looks upon the neurotic patient as one 
to be passed on as soon as possible to some un- 
suspecting colleague or else to be merely ‘‘car- 
ried along’’. It is now generally recognized 
that the neurotic is amenable to treatment, and 
fully as deserving of therapy as any other pa- 
tient. In many of the larger hospitals, a psy- 
chiatric service is being increasingly used by 
the other services of the institution, both in 
the out-patient departments and in the house. 
Indeed, psychopathic wards are being developed 
in some general hospitals and are in a very prac- 
tical way bringing about a codperation between 
psychiatry and general medicine. 

Today psychiatry is being taught in the med- 
ical schools as an integral part of the curricu- 
lum, as an important field of medicine which 
has a close relationship to the other fields. It 
is, in fact, considered of sufficient importance 
to be named in the laws of the Commonwealth 
as one of the basic fields of medicine in which 
the Board of Registration shall examine appli- 
eants for registration as physicians. 


THIS WEEK’S ISSUE 


Contains articles by the following named au- 
thors : 


Smiru, Grorce Ginpert. A.B., M.D. Harvard 
University Medical School 1908. F.A.C.S. Urol- 
ogist, Massachusetts General Hospital and Pal- 
mer Memorial Hospital. Surgeon, Huntington 
Memorial Hospital. His subject is ‘‘The Treat- 
ment of Cancer of the Prostate.’’ Page 57. 
Address: 6 Commonwealth Avenue, Boston. 


CurisTIAN, Henry A. A.M., LL.D., Se.D., 
M.D. Johns Hopkins University School of Med- 
icine 1900. Hersey Professor of the Theory and 
Practice of Physic, Harvard University. Physi- 
cian-in-Chief, Peter Bent Brigham Hospital. 
His subject is ‘‘The Pharmacology of Digitalis 
in Relation to the Therapy of Heart Disease.’’ 
Page 66. Address: Peter Bent Brigham Hos- 
pital, Boston. 


FremMoNnT-SmitH, Maurice. M.D. Harvard 
University Medical School 1918. Assistant Physi- 
cian, Massachusetts General Hospital. His sub- 
ject is ‘‘ Relationships Between Emotional States 
and Organic Disease.’’ Page 69. Address: 12 
Hereford Street, Boston. 


Butter, M. Litt.B.. M.D. Harvard 
University Medical School 1926. Assistant, 
Rockefeller Institute 1926-1928. Fellow in 
Pediatrics, Harvard University Medical School 


1929. Tutor in Department of Biochemical Sci- 
ences, Harvard University 1928-1929. Instruc- 
tor in Pediatrics, Harvard University Medical 
School. Clinical Assistant Physician to the 
Children’s and Infants’ Hospitals, Boston. His 
subject is ‘‘Considerations on Protein and Salt 
Therapy in the Various Types of Bright’s Dis- 
ease.’’ Page 71. Address: Children’s Hospi- 
tal, Boston. 


Rogers, Epwarp J. B.S., M.D. Medical Col- 
lege State of South Carolina 1908 and Columbia 
University College of Physicians and Surgeons 
1912. Resident Physician, Loomis Sanatorium 
Annex 1908-1911. Superintendent and Medical 
Director, Vermont Sanatorium, Pittsford since 
1913. Medical Director, Caverly Preventorium, 
Pittsford since 1922. Medical Director, Wash- 
ington County Sanatorium, Barre, Vermont 
since 1921. Member, State Board of Health 
1921 to 1931. His subject is ‘‘Pneumothorax 
Treatment in Tuberculosis.’’ Page 78. Ad- 
dress: Pittsford, Vermont. 


Parsons, Ruta I. C.P.H. and Turner, C. E., 
Dr.P.H. For further information see This 
Week’s Issue, page 47, issue of January 5, 1933. 


MASSACHUSETTS LEGISLATIVE 
NOTES 


The following bills, of interest to the medical 
profession, are before the Massachusetts Legisla- 
ture: 

H. 121 seeks to require each city or town to 
provide for the treatment, either in a hospital or 
as out-patients, or indigent persons suffering from 
gonorrhea or syphilis. 

H. 122 seeks to forbid discrimination against the 
treatment of venereal diseases in the out-patient 
department of any general hospital supported by 
taxation in any city or town where special hospi- 
tals, other than hospitals connected with penal 
institutions, are not provided for the treatment of 
those diseases at public expense; but any such 
hospital may establish a separate ward for the 
treatment of venereal diseases. 

H. 123, to amend the law with respect to the 
divulging of hospital, dispensary, laboratory or 
morbidity reports and records pertaining to gonor- 
rhea or syphilis, proposes that that law shall not 
prevent a physician from informing the husband 
or wife of a patient having gonorrhea or syphilis of 
the patient’s infection when in the opinion of the 
physician that information is necessary to protect 
the patient’s spouse. 

H. 119 relative to polluted shellfish which pro- 
vides for the elimination of Chapter three hundred 
and fifty-seven of the acts of nineteen hundred and 
thirty-one. 

H. 118 relative to Subsidies to Cities and Towns 
for Pulmonary Tuberculosis Cases. 
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H. 154 the report of the Director of Accounts and 
Commissioner of Public Health relative to charges 
for support of inmates in State Sanatoria and 
County.Tuberculosis Hospitals. 

H. 117: 


1. Relative to Subsidies to Cities and Towns for 
Pulmonary Tuberculosis Cases. 

At present the State pays $5 a week to cities 
and towns for every case of tuberculosis in an 
institution approved by the State Department of 
Public Health. We now ask that such payments 
should also depend upon an adequate tuberculosis 
prevention program in the city or town receiving 
this subsidy. 

Under this bill the money which the Common- 
wealth now pays would be spent more effectively. 
The Department of Public Health would secure, 
in addition to the approval of the committee as 
required by the act, the advice and assistance of 
a group of impartial men familiar with case find- 
ing, treatment and after care of tuberculosis in 
regard to minimum standards with which cities 
and towns would have to comply in order to Sse- 
cure the subsidy. Standards would be entirely 
“reasonable,” time would be allowed, and all pos- 
sible advice and assistance would be given to 
local communities in developing an adequate tu- 
berculosis service. The object of the bill is that 
money spent should be spent more effectively. Its 
primary purpose is not to control expenditures but 
to control tuberculosis. 

Massachusetts now has more adequate tubercu- 
losis hospital facilities per unit of population than 
any other State in the Union. With the recent 
opening of the Middlesex County Hospital and of 
the Worcester County Hospital there will be 4,200 
beds in city, county, State and private hospitals 
for pulmonary tuberculosis, while in 1930 there 
were 2,423 pulmonary deaths. This gives a ratio 
of 1.7 beds for every annual death from pulmonary 
tuberculosis. This represents an annual mainte- 
nace cost of at least $4,000,000, without any con- 
sideration of the many thousands in initial con- 
struction cost for each bed. Add to all this the 
cost of private medical, clinic, and nursing care, 
as well as lost employment, public and private de- 
pendency and poverty, and we see that in Massa- 
chusetts the annual cost of tuberculosis is in fig- 
ures which we still associate with Liberty Loans 
and other emergencies. 

But the worst feature is that these lavish hos- 
pital resources are being grossly misused. Less 
than 20 per cent of the patients enter these hos- 
pitals in an early and favorable stage of the dis- 
ease, while as a reasonable minimum 60 per cent 
should so enter. What does this mean? _ First, 
the chance of life and return to independent gain- 
ful employment is enormously reduced. Second, 
the duration of stay in hospitals and therefore the 
cost per patient, is greatly increased. Third, and 
perhaps most important, the number of patients 
with positive sputum spreading the disease for long | 2 


periods before detection and subsequent hospitali- 
zation, is vastly more widespread than it should 
be. Thus, through infection of children, fellow 
workers, casual contacts on street and street cars, 
at meetings, concerts, crowding of all sorts, per- 
haps through our most intimate friends, especially 
through close contact in the homes, tuberculosis is 
striving successfully for immortality. 


Adequate resources for early case finding and 
competent follow-up of the cases leaving the hos- 
pitals, that the shockingly costly burden of “re- 
peaters” may be diminished, are within the power 
of every city and town in the State today. Yet 
still we have communities that report more deaths 
than cases of tuberculosis (think of it!); others 
that almost never hospitalize until death is im- 
minent and spread has been accomplished; many 
more with no thought of offering decent supervi- 
sion to the ex-hospital patient to prevent or early 
to detect relapse. In some places there is not 
even wholesome dissatisfaction with these condi- 
tions. Surely, if they cannot be improved we can 
stop the irony of paying State moneys to perpetu- 
ate such futility. 


2. Relative to Polluted Shellfish. 

At present any one delivering polluted shellfish 
can avoid conviction by claiming that such shell- 
fish came from areas not designated by the De- 
partment of Public Health as contaminated, or 
that such shellfish had passed a shellfish treatment 
plant. Unless we have been present at the dig- 
ging, and followed them all the way since, we 
cannot effectively disprove this. Thus protection 
of the public is nullified. 

Our experience under this act is even worse 
than we suspected, and we therefore ask that it 
be repealed in order that the public may be pro- 
tected from the menace of consuming polluted 
shellfish. 


MISCELLANY 


MEDICAL PERSONNEL AND FACILITIES INADE- 
QUATE TO MEET REAL NEEDS OF UNITED 
STATES PEOPLE, EXPERTS FIND* 


Washington, D. C. — Medical care in the United 
States is faced with a serious dilemma: on the one 
hand, present medical personnel and facilities are 
inadequate to meet the real needs of all the people; 
on the other hand, until the people first have been 
educated to demand good medical care and until 
more satisfactory arrangements have been made 
for paying the costs of such care, it would be un- 
wise to increase the personnel and facilities be- 
cause such an increase would result merely in ad- 
ditional unemployment among medical practitioners 
and an accumulation of unused equipment. This 

*Authorized for release by the Committee on the Costs of 


a Care, 910 Seventeenth Street, N. W., Washington, D. C. 


Lyman Wilbur, Chairman; Dr. Harry H. Moore, 
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situation was revealed in the latest report of the 
Committee on the Costs of Medical Care. 

This study of “The Fundamentals of Good Medical 
Care,” by Roger I. Lee, M.D., and Lewis Webster 
Jones, Ph.D., published by the University of Chi- 
cago Press, is the twenty-second report completed 
by the Committee on the Costs of Medical Care, 
which on November 29, 1932, at a meeting in New 
York City, issued its Final Report with recommen- 
dations based on its five-year study of the problem 
of providing “adequate, scientific medical service 
to all the people, rich and poor, at a cost which can 
be reasonably met by them”. 

Intense interest has been aroused both in medi- 
cal circles and among the lay public as to the final 
recommendations of the Committee. The Committee 
was a non-governmental organization composed of 
physicians, dentists, public health officers, economists, 
and representatives of various institutions and of the 
general public. 


REAL NEEDS CONTRASTED WITH AVAILABLE MEDICAL CARE 


The report estimates that approximately 135 phy- 
sicians are necessary to meet the present real needs 
of an average population group of 100,000, whereas 
there were actually only 126 physicians per 100,000 
inhabitants in the United States in 1929. 

The estimated real need for dentists is between 
99 and 179 per 100,000 people, whereas in 1928 there 
were only 56 actyally available. (The variation in 
the estimate, “99 and 179,” is dependent upon the 
extent to which dental hygienists and dental tech- 
nicians are used.) 

The estimated real need for hospital beds of all 
kinds per 100,000 population is 1,158, whereas in 
1930 there were 730 per 100,000 such beds available. 

These figures were ascertained after a careful 
survey of the present extent of diseases and dis- 
abilities among the people and the formulation of 
detailed estimates of the amount of service needed 
to care for these conditions. In estimating the 
services needed, the authors consulted scores of 
prominent internists, surgeons, obstetricians and 
other specialists, and many general practitioners. 

The report makes no attempt to contrast real 
need with the present demand for medical care. Pre- 
vious publications of the Committee and a report 
on the medical care received by 9,000 families in the 
United States indicate that the present effective 
demand for medical service fails to utilize the facili- 
ties of agencies now available. “Since no unified 
system designed to provide service in accordance 
with the ascertained need has ever been set up, 
the present demand bears no necessary relation to 
the real need for medical care,” according to the 
authors. 

The provision of adequate medical care must 
therefore wait upon a practical solution of the prob- 
lems of economic organization, in which the ques- 
tions of cost and the means of payment are para- 
mount. It involves also the solution of difficult 
problems of technical organization to assure not 
only quantitative sufficiency, but above all that 


quality of service which can be realized only by the 
maintenance of the traditionally high standards of 
the medical profession. 


GOOD MEDICAL CARE DEFINED 


The coérdination of all types of medical care and 
the application of modern, scientific medicine to the 
needs of all the people are fundamental in the pro- 
vision of good medical care, the authors of the re- 
port state. 

The “articles of faith,” upon which the concept 
of good medical care as used in the report is based, 
are listed by the authors under the following head- 
ings: 


1. Good medical care is limited to the practice of 
rational medicine based on medical science. 

There is no place in modern medicine for the 
quack, the cultist, or the magician; any system of 
prevention, diagnosis, or therapy which is not 
founded on rational observation and deduction has 
a “hit or miss” character incompatible with good 
medical practice. 

2. Good medical care emphasizes prevention. 

Preventive medicine is by no means confined to 
“public health” activities. The idea of prevention 
must pervade and inspire all branches of medicine. 
Prevention, diagnosis and treatment are inseparable 
aspects of the science and art of medicine. 


3. Good medical care requires intelligent coépera- 
tion between the lay public and the practitioners of 
scientific medicine. 

The coéperation of the patient is fully as impor- 
tant as the efficiency of the practitioner and the 
availability of his services. Often the best of doctors 
can do little for a patient who does not follow in- 
structions. 

4. Good medical care treats the individual as a 
whole. 

All the factors which concern his health—mental 
and emotional as well as physiological — must be 
weighted in diagnosis, prevention and treatment. 


5. Good medical care maintains a close and con- 
tinuing relation between physician and patient. 

Because of the complex nature of a human being 
and the intricate relationship between body and 
mind, and between the parts and the whole, a long 
familiarity with the patient’s personality and habits 
is a first essential of good medical care. No amount 
of technical skill, no combination of mechanical and 
laboratory devices, is so useful in the diagnosis of 
many conditions as a personal knowledge of the pa- 
tient’s history, family situation, and general mental 
and physical idiosyncrasies. 

6. Good medical care is codrdinated with social 
welfare work. 

The value of medical care among the poorer eco- 
nomic classes is vitiated if the patient is sent 
back after a course of treatment into the same sur- 
roundings which gave rise to his ailment. While 
medicine cannot cure unemployment or abolish 
slums, much can be done by codéperation with the 
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social agencies to improve the level of health among 
the poorer members of society. 

7. Good medical care codrdinates all types of 
medical services. 

Good medical care requires that a proper balance 
and codrdination exist among all the various agen- 
cies and different types of institutions and organiza- 
tions through which medical services are provided. 

8. Good medical care implies the application of all 
the necessary services of modern, scientific medicine 
to the needs of all the people. 

Medicine does not adequately fulfill its functions 
until the same perfection of technique is within the 
reach of all individuals. 


CORRESPONDENCE 


LACK OF AGREEMENT WITH THE LaTTES OF 
DR. HAIGH 
December 29, 1932. 
Editor, 
New England Journal of Medicine, 
Dear Sir: 

I read with interest the communication from Dr. 
Haigh in your last week’s issue. I also read the 
report of the Committee of Medical Costs and the 
editorial written presumably by Dr. Fishbein in the 
Journal of the American Medical Association. 

I was somewhat shocked at the attack on the 
officers of our parent society by Dr. Haigh. I am 
afraid the good doctor has let his enthusiasm for 
a regulation of the medical profession get the 
best of him. 

It does seem to me that Dr. Fishbein and his 
associates have labored earnestly, faithfully and 
successfully for the betterment of the profession 
as a whole and to claim that they sell their serv- 
ices unethically as writers, etc., is really to say 
the least unfair without any data to back up the 
charge. 

I beg leave here to quote from the editorial in 
the Journal of the American Medica! Association: 

“There is the question of the right of the Amer- 
ican citizen to pick his own doctor and his own 
hospital, to pay his own bills with his own money, 
to be responsible to a doctor who is responsible 
to him. Let the big business men, who would re- 
organize medical practice, the efficiency engineers, 
who would make doctors the cogs of their gov- 
ernment machines, give a little of their sixty-horse 
power brains to a realization of the fact that Amer- 
icans prefer to be human beings.” 

According to Dr. Wilbur, there is a tremendous 
sentiment in favor of a regulation of the medical 
profession in this country, as outlined by Dr. Wil- 
bur. I have a large practice in a typical American 
community: I have yet to hear of any complaint 
of the present status of the practice of medicine 
or any desire to change. I know that patients ob- 


ject to going to state or city institutions, or to be 


in any way further regulated by the Government, 
or by anybody else. . 

People are sick and tired of being told what is 
good for them in medicine, religion and politics. 
The same elements who are trying to reform the 
medical profession succeeded in reforming (?) the 
habits of the people by pushing through the 18th 
Amendment. We know what a mess the reform- 
ers accomplished when they put through that dis- 
astrous experiment. 

The doctors are hit hard by the depression, but 
they are doing their work and treating their pa- 
tients decently. 

The depression over, physicians can look back 
with pleasure at the work done by them during 
this time and the general practitioner will be more 
firmly entrenched than ever in the people’s esteem, 
and without the general practitioner the plans of 
Dr. Wilbur and his associates will fall to naught 
even if the people would stand for it, which I am 


.|sure they won’t. 


I would respectfully say to Dr. Haigh that the 
officers in Chicago have not proved themselves 
dogmatic or domineering, and that I believe that 
they are striving to help the profession as a whole 
and that Dr. Fishbein is deserving of the utmost 
credit for condemning and exposing this most im- 
proper solution of medical problems. 

From my contact with physicians who have dis- 
cussed the subject, I feel that: the majority of 
physicians are back of the editorial in the Journe? 
of the American Medical Association. 

Sincerely, 
CHARLES MALONE, M.D. 

46 St. John Street, Jamaica Plain, Mass. 


ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION COUNCIL ON PHAR- 
MACY AND CHEMISTRY 


535 North Dearborn Street, Chicago, IIL, 
December 31, 1932. 
Managing Editor, 
The New England Journal of Medicine, 

In addition to the articles enumerated in our 
letter of November 26 the following have been ac- 
cepted: 

Maltine Company 
Maltine with Mineral Oil and Cascara Sagrada 
Yours very truly, 
PauL NicHotas LeeEcH, Secretary, 
Council on Pharmacy and Chemistry. 


RECENT DEATHS 


KLINE—Gerorce Mitton Kring, M.D., died Janu- 
ary .5, 1933, at his home in Boston after an illness 
of several weeks. 

Dr. Kline was born in Pittsburgh, Pennsylvania, 
on March 6, 1878, the son of Daniel Zimmerman 
and Eleanor (Bitler) Kline. The family moved to 
Grand Rapids, Michigan, where Dr. Kline ac- 
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quired his early education. He graduated in medi- 
cine from the University of Michigan Medical 
School in 1901 and began his professional career 
in the Worcester State Hospital, under Dr. Adolf 
Meyer, where he served as assistant physician for 
two years. This was followed by four years at 
the Iowa State Hospital and six at the Psycho- 
pathic Hospital of Michigan at Ann Arbor. Return- 
ing to Massachusetts in 1912 he held the position 
of Superintendent of the Danvers State Hospital 
until 1916 when he was appointed by Governor 
McCall as Commissioner of the Massachusetts De- 
partment of Mental Diseases. 

Under Dr. Kline the department has grown to be 
one of the important demonstrations of advanced 
treatment of mental diseases. He was influential in 
securing many changes in the methods employed 
in dealing with mental diseases. He attracted men 
of ability to state service and created a strong co- 
Sperative spirit among his associates. 

Dr. Kline married Miss Ethel A. Fry, June 23, 1906, 
who, with two daughters, survives him. 

He joined the Massachusetts Medical Society in 
1914 and held membership in the American Medi- 
cal Association, the American Psychiatric Asso- 
ciation, the Association for Research in Nervous 
and Mental Diseases and many other similar or- 
ganizations in this and foreign countries. 


LANPHER—Howarp ArTHUR LANPHER, M.D., died 
November 7, 1932, in Des Moines, Iowa, aged 49 
years, 9 months and 14 days. 

He was born in 1883, graduated in medicine from 
Tufts College Medical School in 1907 and served 
with the State Department of Public Health, Iowa, 
for some time. 

Dr. Lanpher joined the Massachusetts Medical 
Society in 1907 and was a member at the time of 
his death. 


NOTICES 


MASSACHUSETTS DEPARTMENT OF EDUCA- 
ION 


UNIVERSITY EXTENSION COURSE 
The Massachusetts Department of Education of- 
fers a course of eight lectures on How to Keep 
Healthy (Personal Hygiene from Infancy to Old 
Age). 
Class begins: Monday, January 16, 1933, 7:30 P.M. 
Place of meeting: Harvard Hall, Harvard Uni- 
versity, Cambridge. 
Eight lectures; one semester hour. 
Charge: $3 for auditors; $5 for credit students; 
textbook extra. 
Course leader: Dr. Nathan H. Garrick, Director 
of Health Service, Boston University. 
The dates, subjects, and lecturers are as follows: 
January 16—Building for Efficiency. (Emphasis 
on recreation.) Dr. Frederick Rand Rogers, Dean, 
Department of Physical Education and Student 
Health, Boston University. 


January 23—The Body as a Medium for Expres- 
sion. Mr. Carl L. Schrader, Supervisor of Physical 
Education, Massachusetts Department of Education. 


January 30—Cause and Prevention of Heart and 
Blood Diseases. Dr. William H. Robey, Clinical 
Physician of Medicine, Emeritus, Harvard Medical 
School. 

February 6—Chronic Disease: Rheumatic Group. 
Dr. Loring T. Swaim, Chief of the Orthopedic Staff, 
Robert Brigham Hospital. 


February 13—Diseases We Don’t Talk About. 
Dr. Nels A. Nelson, Assistant Director, Division 
of Communicable Disease, Massachusetts Depart- 
ment of Public Health. 

February 27—Community Health. (Including san- 
itation.) Dr. Wilson G. Smillie, Harvard School of 
Public Health. 

March 6—The Problems of Chronic Disease and 
What We Can Do About It. Dr. Herbert L. Lom- 
bard, Director, Division of Adult Hygiene, Massa- 
chusetts Department of Public Health. 

March 13—Public Health. Dr. George H. Bige 
low, Commissioner, Massachusetts Department of 
Public Health. 

Persons may take this course either as auditors, 
or as credit students. Certificates will be award- 
ed to those who satisfactorily complete the re- 
quired work of the course. The course is of col- 
lege grade and has a credit evaluation of one 
semester hour. Enrollments will be accepted at 
the first meeting. 


RADIO HEALTH MESSAGES 


JANUARY-FEBRUARY-MARCH, 1933 
Sponsored by the Public Education Committee of 
the Massachusetts Medical Society and the Massa- 

chusetts Department of Public Health. 

Courtesy WBZ. Tuesdays, 4:15 P.M. 


January 
17 Insurance Against Diphtheria 
24 What Is New in Infant Feeding? 
31 Cancer 


February 
7 The Heart 
14 Your Title to a Job 
21 Why a Health Department? 
28 Effects of Fatigue 
March 
7 Vacation Health 
14 The Use and Abuse of Serums and Vaccines 
21 Can We Prevent Diabetes? 
28 Hobbies and Health 


State House Broadcast 
Sponsored by the Massachusetts Department of 
Public Health. 
Courtesy WEEI. Fridays, 12:45 P.M. 
Health Subjects of Public Interest discussed by 


_|the Division Directors of the Department. 
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Rapio Heatra Forum _REPORTS AND NOTICES 
Queries from the public are answered under the .OF MEETINGS 


sponsorship of the Department of Public Health. 
- Courtesy WEEI. Fridays, 4:50 P.M. 

Questions on Health and Prevention of Disease 
may be sent to Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 


CLINICS IN MEDICINE AT PETER BENT 
BRIGHAM HOSPITAL 


On Thursdays at 3:30 P.M. in the Amphitheatre 
of the Peter Bent Brigham Hospital Dr. Henry A. 
Christian, Hersey Professor of the Theory and Prac- 
tice of Physic, Harvard, and Physician-in-Chief, 
Peter Bent Brigham Hospital, will give a series of 
clinics which members of the medical profession are 
cordially invited to attend. The next clinic will be 
given on January i9. 

Physicians and medical students are also invited 
to attend ward rounds of the Medical Staff of the 
Peter Bent Brigham Hospital held from 10-12 o’clock 
on Saturdays, as well as a clinical-pathological 
demonstration immediately following these rounds. 


HARVARD UNIVERSITY 
FREE Pusiic LECTURES ON MEDICAL SUBJECTS 


The Faculty of Medicine of Harvard University 
offers a course of free public lectures on medical 
subjects, to be given at the Medical School, Long- 
wood Avenue, Boston, on Sunday afternoons, begin- 
ning January 8 and ending March 26, 1933. The 
lectures will begin at four o’clock and the doors 
will be closed at five minutes past the hour. No 
tickets are required. 

SUNDAY AFTERNOONS AT FOUR 0’CLOCK 

January 15—Dr. W. B. Castle: Anemia. 

January 22—Dr. G. H. Bigelow: The Depression 
and Health. 

January 29—Dr. W. B. Lancaster: 
Byes. 

February 5—Dr. G. P. Grabfield: Rheumatism. 

February 12—Dr. G. H. Wright: Color Changes 
in the Mouth and Teeth: an Aid in Diagnosis of 
Systemic Disease. 

February 19—Dr. W. H. Robey: 
Govern the Heart. 

February 26—Dr. H. R. Viets: 
and Nervousness. 

March 5—Dr. E. L. Oliver: The Care of the Skin 
and Scalp. 

March 12—Dr. Shields Warren: 
ation Therapy. 

March 19—Dr. Randall Clifford: The Tuberculosis 
Problem Today. 

March 26—Dr. W. G. Smillie: 
Common Cold. 


Sparing the 


Let the Head 


Nerve, Nerves, 


Cancer and Radi- 


A Discussion of the 


MASSACHUSETTS GENERAL HOSPITAL 
STAFF CLINICAL MEETING 

The regular clinical meeting of the staff of the 
Massachusetts General Hospital was held in the 
Moseley amphitheatre on December 8. Dr. W. J. 
Mixter presided. 

A medical case was presented by Dr. Richard 
Hawkes. A 43 year old housewife entered the hos- 
pital complaining of pains of six years’ duration 
in her joints. She had had rheumatic fever at the 
age of 14 with involvement of the ankles. At about 
the age of 25 she suffered for five years from rheu- 
inatism in the left shoulder. Nine years before entry 
a panhysterectomy was done for menorrhagia. Six 
years ago her tat halangeal joints became 
extremely tender, swollen and shining at night. Five 
years before entry her tonsils were removed with 
no relief. Her fingers became painful three years 
ago, and her knees one year ago. Four months 
before entry she had severe right upper quadrant 
pain radiating to the right shoulder. This attack 
lasted three days; a similar one occurred two months 
later. Two months ago her knees, fingers and right 
hip again became painful. In addition, she had 
nocturia, three times, for the past four years. 


Physical examination showed a nodule three 
cm. in diameter in the thyroid, limited movement 
of the knees and_ swollen tat al 
joints. The urine had a specific gravity of 1. 010 to 
1.018. The sediment was loaded with white cells 
at admission, but gradually cleared. Stools were 
weakly positive for guaiac. The red count was 3.5, 
the white cells varied from 6.0 to 9.0, the hemoglo- 
bin was 60. A smear showed a normal differential 
and a hypochromic anemia. Blood studies revealed 
normal calcium, phosphorous, creatinine, and cho- 
lesterol values. The NPN was 56 at entry, di- 
minishing to 40. The uric acid varied from 7.8 to 
9.1 mg. per cent. A gastric analysis showed total 
achlorhydria. The BMR varied from —25 to —37. 
A gonococcus complement fixation test was nega- 
tive. Intravenous PSP produced only five per cent 
output in 15 minutes. A cystoscopy and pyelograms 


were negative. X-rays showed proliferative changes 


about the knees and metat Dp joints, 
many stones in the gall bladder, essentially nor- 
mal chest and sinuses. The case is considered to 
be one of gout. Under treatment her joint symp- 
toms have disappeared. 

Dr. Jacobsen, in discussion of the case, stated 
that the diagnosis, suggested by the high blood 
uric acid, was confirmed by metabolic studies 
which showed a typical low 
of uric acid in the urine. It is possible that rais- 
ing the BMR with thyroid may increase the uric 
acid excretion. 


Dr. George G. Smith discussed “The Operability 
He observed that the op- 


of Prostatic Disease.” 


endogenous output 
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erability of prostate cases has greatly increased 
in the last two decades because of better preop- 
erative care, more satisfactory anesthesia, and im- 
proved operative technique. Large series with a 
very low mortality have been reported by Hugh 
Young, employing the perineal route, and by 
Bugbee, using the two-stage operation. The chief 
dangers arise from defects either in the cardiac 
or renal systems. 

He reported two cases in which death followed 
prostatectomy because of* an underlying, unsus- 
pected renal impairment. The first, a man of 77, 
had an attack of cardiac decompensation followed 
by a severe hemorrhage from the posterior ure- 
thra six years later. Meanwhile a four-ounce re- 
sidual urine had been reduced to two. The PSP 
test showed 15 per cent excretion, the NPN was 
49. Suprapubic drainage was done. Twelve days 
later the PSP was 45, but the NPN was 54. It 
was decided to do a quick second stage prostatec- 
tomy. On the day following operation, the blood 
pressure rose suddenly, and the patient died. 
Autopsy showed a heart of normal size with some 
endocardial sclerosis. The kidneys were small and 
granular. The cortex was markedly and irregular- 
ly thinned. Microscopically, they showed sclerosis, 
and hyalinization of the glomeruli and arterioles. 
The chronic vascular nephritis was an important 
factor contributing to the patient’s death. 

The second case was that of a man of 62 who 
entered with a distended bladder. The NPN was 
110. Suprapubic drainage was established and con- 
tinued for four months, when the NPN had dropped 
to 75. At this time a medical consultant found a 
moderately enlarged heart and a negative electro- 
cardiogram. He believed the patient was in a satis- 
factory condition for operation. Prostatectomy was 
done. The patient lived for four days thereafter 
with a progressive rise in pulse rate. Digitalis 
produced no result. The death appeared to be due 
to a toxemia, rather than to cardiac failure. No 
autopsy was obtained. Dr. Smith concluded that 
if the NPN fails to fall with adequate drainage of 
the bladder, the case is not suitable for operation. 


Dr. Fletcher H. Colby spoke on ‘“Hydronephro- 
sis.” He presented several unusual cases which 
developed hydronephrosis because of some lesion. 
In one, a bilateral hydronephrosis resulted from 
ureteral obstruction from an appendix abscess, and 
disappeared one month after drainage of the ab- 
scess. A case of carcinoma of the bladder led to 
hydronephrosis first on the right and then on the 
left from partial occlusion of the ureteral orifices. 
Congenital megalo-ureters, perhaps due to a mal- 
functioning sympathetic system, may cause hydro- 
nephrosis. More common causes are aberrant 
vessels at the ureteropelvic junctions, kinks of the 
ureter, silent ureteral stones, and anomalous ure- 
teral valves. Obstruction of the ureters is much 
more important than that of the urethra in the 
production of hydronephrosis, because the bladder 
acts as a buffer in the latter case. 


Cecil has noted that 30 per cent of a series of 
cases of hydronephrosis were operated on before 
the correct diagnosis had been established. The 
occurrence of gastro-intestinal symptoms is com- 
mon. Dr. Colby illustrated this statement by two 
cases. 

The first was that of a truck driver, 34 years of 
age. For ten years he had had attacks of vomiting. 
They gradually increased in frequency, so that 
in the past two years these attacks recurred 
every day. They frequently occurred at night, and 
were preceded by abdominal pain, nausea and 
backache. They were relieved somewhat by soda, 
and by a milk diet. An appendectomy had been 
done to no avail. Examination showed a firm 
round mass in the right upper quadrant. The 
urine was negative except for an occasional white 
cell. A barium meal showed the duodenum dis- 
placed to the left and a large 24-hour residue in 
the stomach. The Graham test showed no filling 
of the gall bladder. A pyelogram revealed marked 
dilatation of the right kidney pelvis. Urine cul- 
tures were negative. At operation a vessel was 
found crossing the ureteropelvic junction. Nephrec- 
tomy was done with immediate and complete re- 
lief of the symptoms. 

The second case was a 40 year old nurse who 
had intermittent attacks of nausea and vomiting 
for two years. During this time she had much gas 
and chronic constipation. Vomiting had been fre- 
quent and projectile. The urine contained an oc- 
casional white cell. No abnormality was shown 
by a barium meal. Pyelograms showed a dilated 
right pelvis with a kink in the upper ureter. A 
small vessel crossing the ureteropelvic junction was 
divided, and the kidney suspended. The patient 
had no complaints six years later. 


The kidney can recover from hydronephrosis if 
the damage is not too severe. Permanent nephros- 
tomy was successful in one of his cases in which 
the only remaining xidney showed great hydro- 
nephrosis. 


Dr. Channing S. Swan discussed “Perinephritic 
Abscess.” He summarized the 114 cases which 
have been treated in the Massachusetts General 
Hospital from the years 1913 to 1932. They may 
be classified in two groups—arising either pri- 
marily in the perirenal fat, or by extension from 
the kidney or near-by structures. There is clinical 
and experimental evidence for both types, although 
there is probably a renal origin for most cases, 
since the perirenal fat should have no special pre- 
dilection for infections. 


Cultures were obtained in 53 cases. Thirty were 
due to Staphylococcus aureus, nine to Staphylo- 
coccus (unclassified), six to Streptococcus, five to 


B. coli, two to the tubercle bacillus. The re- 
mainder were mixed infections. The most com- 
mon antecedent lesion was furunculosis. Trauma, 


renal disease, upper respiratory 
tuberculosis were also common. 


infection and 
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One hundred and two males and 12 females 
were affected. It is predominantly a disease of 
young adult life and the abscesses occur about 
equally on both sides. 

The clinical picture is often puzzling. Usually 
the patient gives a history of a fortnight’s dis- 
ability, but it may be much longer. Pain in the 
back, fever, and tenderness are the important 
signs. Genito-urinary symptoms occur in less than 
a third of the patients; frequency is the most im- 
portant. They may follow gastro-intestinal symp- 
toms. 

The urinary sediment was negative in nine cases, 

showed a few white cells in 50, and was loaded 
with them in the remainder. The white blood cell 
count, usually 20,000, varied from 11,000 to 40,000. 
Cystoscopies were done in 29, but were positive 
in only eight cases. 
’ ‘The x-ray was of no help in most cases. Posi- 
tive signs are curvature of the spine away from the 
involved side, and obscuring of the outer side of 
the psoas muscle. Frequently a high diaphragm 
will be shown on the affected side. 

Incision and drainage is usually sufficient treat- 
ment. Extension may occur in all directions. In 
this series there were ten deaths, of which pyelo- 
nephritis with peritonitis or septicemia accounted 
for six. 

Dr. J. D. Barney spoke on “Some Preliminary 
Observations on Prostatic Resection.” Alcock has 
reported a series of cases in which the mortality 
was 10%, and the time of hospitalization 13 days. 
The Mayo Clinic reports a mortality of 2% in 175 
cases. 

In this hospital 42 cases have been treated by 
resection, of which seven died. Six autopsies were 
obtained. Pulmonary emboli accounted for two 
deaths, uremia, pyelonephritis, urinary sepsis, and 
septicemia for the others. In one case the cause 
of death was not found. Cases of carcinoma had 
a much higher mortality than the benign group. 

The patients averaged a residual urine of five 
ounces on admission. The average preoperative stay 
was 11 days. Before resection, 14 of the cases had 
vasectomies. 

The preoperative diagnosis was carcinoma in 
14, adenoma in 27, and fibrosis in one. At opera- 
tion the average amount of tissue removed was 
1.34 grams. The pathologic reports were carcinoma 
in nine cases, adenoma in 17. In the others the 
tissue was so burned by coagulation that no diag- 
nosis could be made. 

About one hour is the time required for opera- 
tion. Afterwards, drainage was required for 11 
days, on the average, and bed rest for 12.5. They 
were discharged about three days later, with an 
average residual of two ounces. i 

After resection two had prostatectomy, and two 
had cystotomy for severe hemorrhage. Scrotal or 
periurethral abscesses developed in five. 

Fourteen cases have been followed. Three are 
dead, two of carcinoma. Two are hospitalized with 


complications, one has tabes. The general condi- 
tion of the remainder is good after an average 
interval of eight months. 


HARVARD MEDICAL SOCIETY 


The Harvard Medical Society held its stated meet- 
ing on Tuesday evening, December 13, at 8:15 P.M., 
in the amphitheater of the Peter Bent Brigham Hos 
pital. Dr. S. A. Levine presided. The meeting was 
opened with a presentation of cases. 

The first case was that of a 12 year old boy with 
a complaint of recurrent vomiting over a period of 
several years. The patient recalls that he has 
always vomited easily. In 1927 he was admitted 
to the Children’s Hospital with a complaint of vomit- 
ing without nausea, after eating. At this time a 
diagnosis of gastric neurosis was made, and the 
patient sent to the Wellesley Convalescent Home. 
He returned to the Children’s Hospital after failure 
to improve, and thence was sent back to Wellesley. 
At this time he admitted swallowing a coin six 
months previously. X-ray studies revealed a coin 
in the esophagus at the juncture of the middle and 
lower thirds, and this was removed with the esophag- 
oscope. A stricture was also found at this point, 
and bougies passed. The patient has returned at 
intervals for dilatation of the esophagus and en- 
tered the Peter Bent Brigham Hospital because he 
had passed the age limit of the Children’s Hospital. 
At the present entry, bougies up to No. 37 French 
scale have been passed. The patient has gained 
seven pounds since admission one month ago. 

Dr. Elliott C. Cutler, in discussing this case, stated 
that the question of diagnosis lay between intra- 
esophageal stricture and congenital atresia. He is 
of the opinion that the latter is the correct diag- 
nosis for, (1) the stricture appears just a little be- 
low the usual level of a broncho-esophageal fistula, 
(2) the esophagus shows normal mucous membrane, 
(3) the funnel shape of the esophagus leading to 
the stricture is somewhat different from that seen 
in traumatic cases. 

The second case was that of a 16 year old boy, 
who first entered the hospital on May 19, 1932, with 
the complaint of general eruptions over his body, 
epigastric pain, vomiting of blood, and diarrhea of 
two weeks’ duration. Physical examination revealed 
eruptions that were both confluent and discrete, of _ 
@ maculopapular type. There were numerous ecchy- 
motic areas on his arms and legs, and one petechia 
noted in the right fundus. The vomitus and stools 
gave strongly positive reactions with benzidine. The 
blood picture was essentially normal save for a slight 
secondary anemia. The clotting and bleeding times 


| were normal. Eight transfusions were given over 


the course of one and one-half months. The patient 
left the hospital and spent the summer out-of-doors, 
having regained all lost weight and remaining free 
from any bleeding. He reéntered the hospital on 
December 12 with a complaint of fullness under the 
xyphoid process, and vomiting of solids. He also hada 
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rash over his ankles similar to that seen on his 
first admission. This patient shows a stricture of 
the esophagus at the junction of the middle and 
lower thirds with a crater at the base. 

Dr. Henry A. Christian stated that this was a 
typical case of simple purpura, the cause of which 
was unknown. The nausea and difficulty in feeding 
were typical, as were also the intestinal hemor- 
rhages. The stricture of the esophagus was not 
present at the time of his first admission. The 
question now is as to whether it is an incidental 
finding or bears some causal relationship to the 
purpura. 

Dr. E. A. Bartram read a paper entitled “Digitalis 
as a Diuretic.” From the literature the speaker cited 
laboratory experiments and clinical observations, 
which were much too controversial to give an 
affirmative answer to the question of whether 
digitalis acts as a diuretic. 

Last year Dr. Bartram studied various diuretics 
in dogs by injecting them in increasing amounts in- 
to one renal artery. When very small doses were 
administered, only the kidney supplied by the artery 
injected would show increased output -of urine. 

Later, as the dose was enlarged, the other kidney 
would begin to increase its activity, and with still 
larger doses the first kidney would gradually cease 
its secretion. Similar experiments were tried with 
digitalis and similar results followed, indicating 
that digitalis is a diuretic. Just what the mechan- 
ism may be is not known. Investigators have shown 
that digitalis constricts the splanchnic vessels, and 
in small doses dilates the kidney vessels. In in- 
creased doses digitalis produces vasoconstriction 
of the renal vessels. The constriction of the 
splanchnics may lead to increased flow through the 
dilated renal vessels and thus explain the diuresis. 

Dr. Henry A. Christian discussed the subject of 
“Digitalis in the Treatment of Cardiac Disturbances 
other than Cardiac Decompensation.” In the early 
days of digitalis therapy the practitioners used this 
drug as a tonic. Following this and down to recent 
times it was taught that digitalis has its only thera- 
peutic value in cardiac decompensation. To em- 
phasize this Dr. Christian referred to the current 
textbooks of White, McCrae’s Osler, Cecil and Mus- 
ser in which digitalis is not advocated in cases with 
good compensation. Dr. Christian stated that he 
has come to the conclusion that digitalis has @ 
definite place in helping to inhibit cardiac hypertro- 
phy and retard the aging processes of the myocardium. 

The speaker first outlined his interpretation of 
cardiac hypertrophy. Contrary to the general opin- 
ion, this is not a beneficent process, but is injurious 
to heart efficiency. Once hypertrophy commences, 
the heart is on the way to failure. This idea is 


quite different from that which applies to skeletal 
muscle, in which hypertrophy fills a need for great- 
er work. In skeletal muscle, size usually determines 
the reserve and strength of the muscle. The differ- 
ence between skeletal and heart muscle is that the 
latter surrounds a cavity which it empties. 


Physi- 


ological laws state that stretching a muscle up to 
a certain point leads to increased strength of con- 
traction. It is this law which enables the heart 
in normal people to respond to a demand for in- 
creased activity. When this demand is constant 
the heart hypertrophies, the cavity enlarges, and 
the muscle fibers are permanently stretched beyond 
the physiological extreme of increased efficiency. 
Hence diminishing returns follow successive dila- 
tation and hypertrophy, and whereas the mechanism 
of hypertrophy may increase cardiac output, it does 
so at the cost of decreased reserve. 

Clinically cardiac enlargement is the beginning of 
failure. Except in myxedema, the enlarged heart 
practically never decreases in size, 

If cardiac hypertrophy is undesirable and may be 
considered as a step toward decompensation, it is 
wise to use therapeutics that prevent this process 
as much as possible. In this regard digitalis is of 
value. 


There is some variation of opinion as to what 
constitutes a tonic dose of digitalis, but it is best 
to stay short of a toxic dose. Dr. Christian advo- 
cates beginning doses of 0.1 Gm. twice daily over a 
period of two weeks. If this produces no symptoms 
of toxicity, the dose may be increased to 0.15 Gm. 
twice daily for a similar length of time. This may 
give some toxic symptoms, thereby indicating that 
the optimal dose lies somewhere between the two 
figures. If toxic symptoms appear at any time dur- 
ing this period of testing for the optimal dosage, 
the dose should be reduced at once. 

The reasons for thinking that digitalis is of value 
before cardiac decompensation sets in are as fol- 
lows: (1) When a patient comes to a hospital in a 
state of decompensation, and rest and digitalis 
bring the patient back to compensation, a cessation 
of digitalis often results after a short time in re- 
decompensation, (2) patients are able to lengthen 
the periods between decompensation with digitalis 
and also can work more efficiently if taking digitalis 
during the interim. Reasoning from these facts, we 
begin at the other end, and before the patient has 
any signs of decompensation we can postpone the 
date at which this episode begins by giving digitalis. 

In addition to clinical evidence, there are many 
laboratory data to support the contention that 
digitalis is an efficient cardiac “tonic”. In the 
early days of digitalis therapy it was taught that 
this drug produces cardiac hypertrophy. If two 
groups of rabbits are taken, and to one is fed 
digitalis and to the other none, autopsy reveals 
smaller hearts in those animals receiving the drug. 
More recently aortic insufficiency has been produced 
in animals, and these animals submitted to similar 
experiments. As before, the smaller hearts are 
found in the animals receiving digitalis. By isolat- 
ing the hearts of animals with experimental aortic 
insufficiency, the cardiac efficiency was determined. 
In the animals receiving digitalis the heart func- 
tioned more efficiently than in the controls. 

The heart muscle of aging people loses water. 
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This may be part of the general aging process 
which includes wrinkling of the skin and shrinking 
of subcutaneous tissues. Pharmacologists have 
shown that digitalis increases the water content in 
the heart muscle. This helps to explain its “tonic” 
action in old age. There is clinical evidence to 
show that aged people show energy on taking digi- 
talis and lapse into progressing signs of circulatory 
failure when it is dropped. 

Digitalis is fixed in the heart muscle and is some- 
how broken down there. The splitting of the 
molecules takes place slowly, and thus digitalis is 
an ideal drug to give in small doses over long peri- 
ods of time. 

Dr. Christian pointed out that there are certain 
laws governing the use of digitalis that tend to 
make the heart a somewhat automatic regulator of 
its own necessary dosage. The action of digitalis 
varies directly with the mass of the heart muscle. 
A large heart therefore fixes more digitalis than a 
small heart, and hence we get a greater effect in 
the case of hypertrophied hearts. The amount of 
digitalis fixed by the heart muscle varies with the 
speed or rate of the blood flowing through the heart 
muscle. As the coronary circulation slows in de- 
compensation, more digitalis is taken up and hence 
the benefit to the heart is greater. 

In using a drug over long periods of time, it is 
necessary to consider (1) whether the drug loses its 
effectiveness and the patient develops a tolerance 
for it, and (2) whether the drug causes any harm. 
Clinically there is no evidence to substantiate either 
of these points against digitalis. 

Hypertension is the striking example of a condi- 
tion in which cardiac enlargement can be anticipated 
and in it digitalis should be of value in inhibiting 
cardiac hypertrophy. Dr. Christian has stated that 
he is coming to use it more and more in such cases. 
As in myxedema we give thyroid for the remaining 
life span, as in pernicious anemia we give liver, 
so in cardiac hypertrophy we should give digitalis 
for the rest of the patient’s life. 

Dr. Reid Hunt opened the discussion of the pa- 
pers. He stated that the heart has 14 times as 
great an avidity for digitalis as skeletal muscle. 
This is difficult to understand in view of the anatomi- 
cal similarity of these tissues. This is, no doubt, 
due to the rapidity with which the heart utilizes 
dextrose, and since the active digitalis bodies are 
glucosides, they are readily fixed in the cardiac 
muscle. 

Dr. Paul D. White stated that he is especially 
thankful to Dr. Christian for his contributions to 
digitalis therapy. The first advance came when he 
noted that digitalis was of value in congestive failure 
other than that coupled with auricular fibrillation. 
Those who were educated in the English school first 
doubted this, but are now gradually swinging to the 
other point of view. 

In regard to the use of digitalis in cardiac condi- 
tions other than congestive failure, Dr. White stated 
that he had found it especially useful in pulmonary 


edema. Digitalis will delay these attacks and pro- 
long the life of the patient. Patients with aortic re- 


gurgitation, who are prone to failure, are also * 


benefited by digitalis. 

Dr. Levine spoke of experiments that he carried 
out during the war. He desired to find some test 
for digitalis in the blood stream, and worked with 
embryo chick hearts. These hearts were in the 
tubular form, and heart block was evidenced very 
beautifully by the two to one or three to one 
rhythm which could be seen under the microscope. 

In closing, Dr. Christian spoke of the death of 
Dr. W. S. Thayer. Dr. Thayer was the first Phy- 
sician-in-Chief, pro tempore, at the Peter Bent Brig- 
ham Hospital. He was selected at the time, be- 
cause he was considered the ideal man to repre- 
sent such a physician. He was much beloved, a 
courtly gentleman, a scholar in medicine, and a man 
well equipped in the fine art of the care of the pa- 
tient. 


A FRACTURE MEETING 


There will be a conference under the auspices 
of the Fracture Service of the Massachusetts Gen- 
eral Hospital, Monday evening, January 16, at 
eight o’clock in the Lower Outpatient Amphithea- 
tre. 

Subjects: 

Fractures of the Shaft of Humerus, 
Rogers. 

Fractures of the Patella, Dr. A. W. Allen. 

Injuries to the Tarsal Bones, Dr. P. D. Wilson. 

Dislocation of the Clavicle, Dr. J. S. Barr. 

House-officers, students and visitors welcome. 

PuHitie D. Witson, M.D., Associate Chief. 


Dr. H. 


BOSTON MEDICAL HISTORY CLUB 
Boston MEDICAL LIBRARY 


Monday, January 16, at 8:15 P.M. 


Egyptian Medicine 
1. Introduction and Note on Medical Papyri. Henry 
R. Viets, M.D. 
2. The Edwin Smith Papyrus. F. T. Hunter, M.D. 
3. Egypt at the Time of the Smith Papyrus. Mr. 


Dows Dunham, Assistant Curator, Department « 


of Egyptian Art, Boston Museum of Fine 
Arts. 
Illustrated by stereopticon slides. 
JAMES F, Batiarp, Secretary. 
8 The Fenway. 


BOSTON MEDICAL LIBRARY 


ANNUAL MEETING 
The Annual Meeting of the Boston Medical Li- 
brary will be held on Tuesday evening, January 17, 
at the Library, 8 The Fenway, at 8:15 o’clock. 
Following the business meeting, Dr. H. Ostrom 
will give a talk entitled “Seventeen Years in 
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Equatorial Africa.” Illustrated by lantern slides. 
Light refreshments after the meeting. 
Horace BINNEY, Secretary. 


NEW ENGLAND HOSPITAL FOR WOMEN 
AND CHILDREN 


The regular clinico-pathological conference of the 
New England Hospital for Women and Children 
will be held at the hospital, Dimock Street, Rox- 
bury, on Thursday, January 26, at § P.M., with the 
following program: (These cases will be presented 
in groups for comparison.) Five of Premature De- 
tachment of Placenta, discussed by Drs. Atwood 
and Olga Leary; Two of Toxemia of Pregnancy, 
discussed by Dr. Woodman; Five of Hyperthyroid- 
ism, discussed by Drs. Kimpton and Olga Leary. 
Please note postponement from third to fourth 
Thursday. 

H. BicELow, M.D., Secretary. 


BOSTON MEDICAL LIBRARY IN CONJUNCTION 
WITH THE SUFFOLK DISTRICT MEDICAL SO- 
CIETY* 


The January meeting of the Boston Medical Libra- 
ry will be held in conjunction with the Suffolk Dis- 
trict Medical Society on Wednesday, January 25 at 
8:15 P.M., in John Ware Hall. 

Psychiatry Today. Dr. Ralph A. Noble, Director, 
Division of Psychiatric Education, National Commit- 
tee for Mental Hygiene. 


Psychiatry in Relation to Hospital Practice. Dr. 
Donald J. MacPherson. 
Psychiatry in Relation to Private Practice. Dr. 


Arlie V. Bock. 

Discussers: Dr. C. Macfie Campbell, Dr. Charles 
W. Hutchinson, of Concord, Dr. Fresenius Van Niiys, 
Weston. 

H. Rosey, M.D., President, 
F. Day, M.D., Chairman. 


GREATER BOSTON MEDICAL SOCIETY 


There will be a special meeting of the Greater 
Boston Medical Society on Wednesday, January 18, 
at 8:15 P.M., at the Boston Medical Library, 8 The 
Fenway, Boston. 


PROGRAM 
The Changing Relations of Ophthalmology to Inter- 


nal Medicine. Dr. Jonas S. Friedenwald, Baltimore, | ton 


Maryland. 
Discussion: Dr. Herrman L. Blumgart. 
Physicians and students are cordially invited. 
BERNARD I, GoLpBERG, M.D., Secretary. 
483 Beacon Street, Boston, Mass. 


NEW ENGLAND PHYSICAL THERAPY SOCIETY 


The regular meeting of the New England Physical 
Therapy Society will be held in the Music Room 
of the Boston Square and Compass Club, 448 Beacon 


*Attention is called to the editorial entitled “A New Era 
in Psychiatry’ on Page 98, 


Street, Boston, Massachusetts, at 8 P.M., on Janu- 
ary 18. 

Dr. William G. Curtis is the Program Chairman 
for this meeting. 


PROGRAM 


The Use of Physical Therapy in Dermatological 
Conditions. Francis P. McCarthy, M.D., Dermatolo- 
gist at Boston City Hospital, Professor of Oral Dis- 
eases at Tufts Dental College. 


Discussion to be opened by Dr. George E. Percy. 
A Round Table Dinner at 6:30 will precede the 


meeting. Please notify the Secretary if you plan 
to attend the dinner. 


The President urges the members to bring in clini- 
cal cases and reports. 


All members of the medical profession are cor- 
dially invited to attend. 


Artuur H. Rina, Secretary. 


SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 


January 15 - March 26—Harvard University, Free Public 
Lectures on Medical Subjects. See page 104. 

same 16—Boston Medical History Club. 

January 16—A Fracture Meeting. (Massachusetts Gen- 
eral Hospital.) See page 108. 

January 17—Boston Medical Library. See page 108. 

January A ga End Medical Club. See page 55, 
issue of Janua 

January to <iventer Boston Medical Society. See notice 
elsewhere on this page. 

January 18—New England ee Therapy Society. 
See notice elsewhere on this p 

January 19—Clinics in Medicine at Peter Bent Brigham 
Hospital. See page 104. 

January 25—Boston Medical Library in conjunction with 

eas Medical Society. See notice elsewhere 


See page 


on this pag 
January 26—New England Hospital = @ Women and 
Children. eisewhere on this p 
e American College Physicians, 
65, poy of 


See page October 27. 
ebruary 8 - April 5—The New England Heart Associa- 
tion. See page 1011, issue of December 


February 10- May 12—William Harvey Society. See 
pa oe issue of October 27. 


F’ 17 and 18—The New England Hospital Ass>- 
ciation. See notice on page 911, issue of November 17. 


DISTRICT MEDICAL SOCIETIES 
ESSEX NORTH DISTRICT MEDICAL SOCIETY 
. soanery 13—See notice on page 1235, issue of Decem- 
er 


May 3—Wednesday, Annual Meeting. Program to be 
announced. 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 
Tentative Program 
Wesaenteys February 1, 1933—Council Meeting, Bos- 


Wednesday, March 8, 1933—Lynn Hospital. Clinic 5 
M. Dinner 7 P. M. ‘Spea ker: Dr. Soma ete Boston 
City Hospital, Subject: Arterial Hypertens 

ednesday, April 5, 1933—Essex Sanatorium, Middleton. 
Clinic 5 P., Dinner 7 P. M. Spe Dr. W'lson G. 
Smillie, Professor of Public Health Administration. School 
Health, Harvard University. Subject: Common 


Con irsday, May 4, 1933—Censors’ Meeting, Salem Hos- 
pital, 3:30 P. M. 

Tu esday, May 9, 19833—Annual Meeting. Salem Country 
Club, Forest Street, Peabody. Golf in afternoon; greens 
fee $2. 00. Dinner at 7 P. M. Speaker: Dr. George Burgess 
Magrath. Subject to be announced later. Ladies invited. 


R. E. STONE, M.D., Secretary. 
FRANKLIN DISTRICT MEDICAL SOCIETY 


Meetings will be held at the ton in Greenfield 
on the second Tuesday of March and 
CHARL 


ES MOLINE, Secretary. 


- 
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ae EAST DISTRICT MEDICAL SOCIETY 
program of the Middlesex East _—— Medical 
Bociety for the coming year is as follows 
March 15 at Melrose. 
May, at the Meadowbrook Club, Reading. 
ALLAN R. CUNNINGHAM, Secretary. 


MIDDLESEX SOUTH DISTRICT MEDICAL SOCIETY 
sc 13—See notice on page 1123, issue of Decem- 
16. 


NORFOLK DISTRICT MEDICAL SOCIETY 


Janua 31 Masonic Temple, 8 P. M. 
Subject stomach pictures. Dr. Wil- 


1933—Time and be announced. 
“The D =>. and Treatment Ft: by Dr. Wil- 
liam P. Murphy. 

March 28, 1933—Time, place and om to be an- 
nounced. Speaker will be Dr. J. P. 


May—Annual Meeting. Time, bos peg ‘subject to be 


announced. 
FRANK 8S CKSHANK, M.D., Secretary. 
1695 Beacon Street, 
SUFFOLK DISTRICT MEDICAL SOCIETY 


Wednesdays at betes P. M. 

Janua 1933—General M association with 

the Boston Medical Library at the Medical Libra- 
ry. See page 109. (Boston Medical Library.) 

March Program, Massachusetts Gen- 


eral Hos 
April 26, 1933—Annual Meeting. Election of Officers. 
Program—tTitles and apeahers to be announced 


The Medical Profession is cordially invited to attend 
all of these meetings. 


WILLIAM H. ROBEY, M.D., President, 
LAND S. McKI Cc .D., Secretary, 
HILBERT F. DAY, M.D., Boston Medica’ Library. 


WORCESTER DISTRICT MEDICAL SOCIETY 


Wednesday, February 8—Dinner and scientific meeting 
at the Worcester State Hospital. Program to be an- 
nounced later. 


Wednesday, March 8—Dinner aes scientific program 
Program 


at the Memorial Hospital, Worcester to be an- 
nounced 

April 12—Dinner and scientific meeting at 
the Rutlan ’ State Hospital. Scientific program to be 


announced later 
May 10—The Meeting. Place and 
announced late 
ERWIN C. MILLER, Secretary. 


BOOK REVIEWS 


Internal Medicine. Its Theory and Practice in Con- 
tributions by American Authors. Edited by John 
H. Musser, M.D. 8° pp. 1316. Lea and Febiger. 
Philadelphia, 1932. Price $10.00. 


This large one-volume book on Internal Medicine 
has in it all the virtues and defects of a work writ- 
ten by numerous authors, however much they have 
been carefully selected. The preface stresses the 
fact that all of the authors hold “professional ap- 
pointments in medical schools”. The selection of 
authors — each of whom writes a separate chapter 
—is on the whole good. It includes such men as 
Brown of the Mayo Clinic on Diseases of the 
Blood-Vessels, Bloomfield of San Francisco on Dis- 
eases of the Gastro-Intestinal Tract, Pepper of Phil- 
adelphia on the Virus Diseases, Chesney of Balti- 
more on the Spirochetal Diseases, Means of Boston 
on Diseases of the Endocrine Glands, Krumbhaar on 
Diseases of the Spleen and Reticulo-Endothelial 


System, and Wilder of the Mayo Clinic on Diseases 
of Metabolism. The preface states that “the ever- 
increasing complexities of internal medicine and 
the steadily mounting mass of facts that pertain to 
disease make it an impossibility for any one man 
to write with authority on such a large subject”. 
This is undoubtedly a cogent reason for the present 
tendency to shift from the classic volumes of Osler 
and Striimpell to these multi-author books of the 
type of Cecil and now of Musser. One misses, how- 
ever, except in a few chapters, the smooth even 
style of Osler’s writing and notes instead the un- 
evenness of presentation, which to be sure is in- 
evitable. 


The book is unusually well systematized, well 
printed, and well edited. The description of each 
disease is preceded by a list of synonyms, a defini- 
tion, and a short historical account and is com- 
pleted by a list of references. 


The first part of the volume deals with the in- 
fectious diseases and is admirably separated into 
chapters on bacillary, coccal, virus, rickettsial, 
spirochetal, protozoal and metazoal diseases, and 
on the contagious diseases of childhood, diseases of 
unknown etiology, and the fungus infections. Rei- 
mann of Minneapolis writes the section on Bacillary 
Diseases and begins, following classical tradition, 
with typhoid fever. There are excellent sections on 
undulant fever, tularemia, and influenza. The Coccal 
Diseases are routinely handled by Kinsella of St. 
Louis. His section on Lobar Pneumonia cannot be 
compared in treatment or in scope with that of 
Cecil in the latter’s Textbook of Medicine; the 
statement (attributed to Cole) that whole horse 
serum is superior to antibody extracts is to be 
questioned. The chapter on Virus Diseases by Pep- 
per of Philadelphia is a thirty-page gem of excel- 
lent writing and accurate information. Here are 
found accounts of psittacosis and of common cold. 
Van Valzah of Wisconsin writes the chapter on 
Diseases due to Rickettsiae. The glaring deficiency 
here is the lack of mention of the recent work of 
Dyer, Maxey, and Zinsser and co-workers on other 
vectors than lice of typhus fever and associated 
diseases. The chapter on Diseases due to Spiro- 
chaetes by Chesney presents excellent writing and 
discriminating judgment particularly in regard to 
the treatment of syphilis. A minor omission in 
the chapter on protozoal diseases by Craig of New 
Orleans is some description of the recently discov- 
ered pathogenicity of trichomonas vaginalis. A 
short, though important section is that of Lemann 
of New Orleans on the Fungus Diseases. The in- 
clusion of sprue by Sydenstricker of Augusta among 
the (infectious) Diseases of Doubtful Etiology is to 
be questioned in view of Castle’s recent work. 

The chapter on Diseases of the Heart (102 pages) 
by Fred M. Smith of Iowa is systematic and ade- 
quate although not brilliant. That “hypertensive 
heart disease” is synonymous with “arteriosclerotic 
heart disease” will be questioned by many. The 


diagnosis of hyperthyroid heart disease in its 
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“masked” or “apathetic’ form is mentioned al- 
though not sufficiently stressed. 

The chapter on Diseases of the Blood-Vessels by 
George E. Brown of the Mayo Clinic is exceedingly 
well written. It contains a section on hypertension 
which is authoritative and sensible and one of the 
best in the book. The chapter by Miller of New 
York on Diseases of the Respiratory Tract, includ- 
ing pulmonary tuberculosis, is complete. The 
physiological explanation of symptoms given at the 
beginning of this chapter is admirable. Bloom- 
field’s chapter on Diseases of the Digestive Tract 
may be ranked as one of the book’s best. It is well 
planned and written in an easy style. The direc- 
tions for treatment are free of that hocus-pocus 
which one has become accustomed to associate with 
certain gastro-enterological writings. One feels 
sorry that the same author could not have written 
the chapter which follows: “Diseases of the Liver, 
Gall-Bladder, Bile Duct, Pancreas, and Peritoneum” 
by M. A. Blakenhorn of Cleveland. This chapter, 
which appears to be routinely written, is guilty of 
several errors of omission (such as the failure to 
include some discussion of the van den Bergh test). 
It is distinctly not, of 1932. Witness this definition 
for “catarrhal jaundice”: “A condition in which 
jaundice results from catarrh of the bile duct.” No 
mention is made of the recent use of high carbo- 
hydrate feeding in the disease. 

In “Diseases of the Urinary Tract” written by 
McCann of Rochester, N.Y., we find a thorough, up- 
to-date chapter in which there are excellent discus- 
sions of the pathological physiology, symptomatology, 
and functional tests in nephritis. Means’ chapter 
on Diseases of the Endocrines is of course excel- 
lent. It contains one of the first discussions in text- 
books of “hypometabolism without myxedema”, a 
condition which appears to be on the increase, and 
of “Cushing’s syndrome” (pituitary basophilism). 

Sturgis of Ann Arbor writes the chapter on Dis- 
eases of the Blood. It is on the whole an authori- 
tative, very modern account of present-day hemat- 
ology by one of the leaders in that field. However, 
the .chapter is deficient in its lack of an introduc- 
tory section on the pathology and physiology of the 
blood-forming organs as well as in some mention of 
recent methods for studying the blood (supra-vital 
staining, cell-volume studies, etc.). Castle’s epoch- 
making contributions to the etiology of pernicious 
anemia are not sufficiently stressed. However, the 
discussion of “idiopathic microcytic anemia” (pri- 
mary hypochromic anemia, simple achlorhydric 
anemia) is excellent, and sufficient stress is laid on 
its growing clinical importance. The section on 
leukemia appears poorly classified, although mono- 
cytic leukemia receives well-merited attention. 
Krumbhaar writes a short section on the Reticulo- 
Endothelial System in his chapter on the Diseases 
of the Spleen. 

The chapter on Diseases of the Locomotor System 
by Torrey is adequate. Musser’s chapter on Dis- 
eases of Nutrition is excellent. The reviewer can- 


not say the same for the chapter on Diseases of 
Allergy by Cooke, which appears to be rather dog- 
matically written. Such statements appear: “Bel- 
ladonna, atropine, benzyl benzoate and nitroglycerin 
are useless” (in the treatment of asthma). “Better 
results occur ‘in asthma) with the more radical 
types of operative procedure” (on the nose and 
throat). Wilder’s chapter on Diseases of Metabol- 
ism—which includes gout, diabetes and obesity—is 
a model of excellent medical writing. The chapter 
on the Psychoses and Neuroses by Strecker of Phil- 
adelphia is well written and modern in its treat- 
ment. A more detailed account of neurasthenia and 
of its immense importance in clinical medicine 
might have been given. There is a long and com- 
plete treatise on the Organic Diseases of the Nerv- 
ous System by Wilson of Philadelphia. 

As stated above, and as may be inferred from 
the reviews of the various chapters, the book has 
the fault of unevenness together with the virtue of 
presenting in one volume the specialized knowledge 
of recognized leaders in the various fields of internal 
medicine. It will inevitably be compared with its 
predecessor, Cecil’s Text Book of Medicine. The 
reviewer confesses a preference for Cecil’s book. 
However, it must certainly be admitted that in 
Musser’s Internal Medicine we have an exceedingly 
well-written and well-systematized volume which 
will undoubtedly take its place among the most 
used books on this subject. The tide seems to be 
turning against the single-volume work written by 
one man. It is well to remember, however, that 
Osler’s Text Book of Medicine is still a classic, and 
in many respects the superior of either Cecil’s or 
Musser’s book. 


The Curative Value of Light. By Epcar Mayer, M.D. 
Appleton Popular Health Series. D. Appleton &. 
Company, New York. 175 pp. Price $1.50. 


This volume is intended for the layman who 
desires to known something about the whys and 
wherefores of Light Therapy. It is of timely inter- 
est because of the increasing popularity of the “sun 
bath” and the increasing use of ultra-violet lamps 
in the home, often entirely without any medical su- 
pervision. Dr. Mayer, because of his special train- 
ing and experience in this field, is able to speak 
with authority. After a brief history of light ther- 
apy, he discusses the sun bath, the value of light 
in deficiency diseases, tuberculosis, certain other 
diseases, vitamines, and the therapeutic value of 
certain irradiated foods. Chapter VII discusses 
some of the disputed claims as to the value of light 
therapy in common colds, the anemias, and as a 
general tonic. 

Dr. Mayer is careful to give the exact technique to 
be followed in taking a “sun bath”, and in the use 
of the ultra-violet lamp in the home. The dangers 
from improper or overuse are emphasized. He also 
stresses the necessity for medical supervision. The 
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latter is extremely important since lamps emitting 
wave lengths shorter than those found in normal 
sunlight are potentially dangerous and _ should 
never be used in the home except on the advice of 
a physician and under his immediate supervision. 
We all know the troubles of the early x-ray opera- 
tors due to their ignorance of the cumulative effect 
of repeated exposures. We cannot yet say with cer- 
tainty that similar repeated exposures to ultra-violet 
wave lengths shorter than we are accustomed to 
in the solar spectrum may not in time produce un- 
expected injurious results. Likewise we know what 
happens to the individual who, in his enthusiasm 
to acquire a coat of tan, spends at the start too 
long a time in the sun. A heat stroke or an acute 
sunburn alone is bad enough, but the systemic ef- 
fects in some cases may be even more serious. 

Sun baths and ultra-violet lamps have a definite 
therapeutic value when properly used. This book 
will enable the physician to advise his patients in- 
telligently. 


Hydrotherapy in Hospitals for Mental Diseases. By 
’ REBEKAH WricHt, M.D. Boston, Mass. The Tudor 
Press, Inc., 1932. 396 pages. 


This is an excellent book, in many ways, on the 
subject of hydrotherapy, particularly valuable in 
giving the technique of various kinds of application 
of hot and cold water, accompanied by excellent il- 
lustrations showing every step in the various pro- 
cedures. These illustrations are greatly to be 
commended. As a manual for nurses and instruc- 
tors in hospitals the book could hardly be improved 
upon. This is also true of the parts devoted to 
technical methods of keeping records and of equip- 
ping a hydriatric suite in a hospital. In the latter 
chapters architectural plans are given in some 
detail. 

The weakest parts of the book are the chapters 
devoted to hydrotherapy and its application to medi- 
cine from the physician’s point of view. Here the 
author treads on very uncertain ground and, in her 
enthusiasm for the subject, oversteps the path 
usually followed by conservative physicians. Many 
illustrations of this kind need not be quoted; two 
will suffice to point out the bad features of the 
book. Under the heading of ‘“Meningitis’’ for in- 
stance, the author says: “In the early stage of men- 
ingitis the fomentation to the spine acts as a deriv- 
ative and relieves pain” (p. 311). This may be 
so, but what physician would ever think of giving 
such unimportant treatment in such a severe dis- 
ease? Her physiology might be open to question 
also in the statement: “Continued cold to the head 
lowers the temperature of the brain. The cerebral 
thermic centers are depressed” (p. 58). Is there any 
real scientific basis for such statement? Hydro- 
therapy is, however, very useful in the treatment 
of many cases of mental disease and it is to this 
group of patients that the book pays special at- 
tention. 


The format of the book leaves a good deal to be 
desired; the paper is unnecessarily heavy and the 
type too large. A smaller and lighter book of equal 
value might easily have been published. 


BOOKS RECEIVED FOR REVIEW 


_ Skin Diseases and Nutrition including the Derma- 
toses of Children by Erich Urbach. Authorized Eng- 
lish Translation by Frederick Rehm Schmidt. Pub- 
lished by Wilhelm Maudrich. 242 Pages. Price 
$7.00. 

Hydrotherapy in Hospitals for Mental Diseases by 
Rebekah Wright. Published by The Tudor Press, 
Inc. 396 Pages. 

The Colon, Rectum and Anus by Fred W. Rankin, 
J. Arnold Bargen and Louis A. Buie. Published by 
W. B. Saunders Company. 846 Pages. Price $9.50. 

The Surgical Clinics of North America. October, 
1932. Volume 12, Number 5. Chicago Number. Pub: 
lished by W. B. Saunders Company. 268 Pages. 

Erdmann’s Clinics. Excerpts selected from the 
clinics of John F. Erdmann. Edited by J. William 
Hinton. Published by W. B. Saunders Company. 315 
Pages. Price $4.50. 

The Differential Diagnosis of Endocrine Disorders 
by Allan Winter Rowe. Published by The Williams 
& Wilkins Company. 220 Pages. Price $4.00. 

The Medical Art Calendar 1933. Published by 
J. Philip Kruseman. Price $1.50. 

A. Handbook of Experimental Pathology by George 
Wagoner and R. Philip Custer. Published by 
Charles C. Thomas. 160 Pages. Price $4.00. 

Children’s Tonsils In or Out by Albert D. Kaiser. 
Published by J. B. Lippincott Company. 307 Pages. 
Price $5.00. 

Synopsis of Gynecology. Based on the Textbook 
Diseases of Women by Harry Sturgeon Crossen and 
Robert James Crossen. Published by The C. V. 
Mosby Company. 227 Pages. Price $2.75. 

Clinical Gynecology by C. Jeff Miller. Published 
by The C. V. Mosby Company. 560 Pages. Price 
$10.00. 

Injuries of the Eye. Diagnosis and Treatment, 
Forensic Procedures and Visual Economics by Harry 
Vanderbilt Wiirdemann. Second Edition. Pub- 
lished by The C. V. Mosby Company. 900 Pages. 
Price $13.50. 

Poliomyelitis. A survey made possible by a 
grant from the International Committee for the 
Study of Infantile Paralysis. Organized by Jeremiah 
Milbank. Published by The Williams & Wilkins 
Company. 562 Pages. Price $6.00. 

Clinique et Thérapeutique Hydro-Climatiques by 
Maurice Villaret and L. Justin-Besancon. Published 
by Masson et Cie. 254 Pages. Price 30 fr. 


Your Hearing — How to Preserve and Aid It by 
Wendell Christopher Phillips and Hugh Grant 
Published by D. Appleton and Company. 
Price $2.00. 


Rowell. 
232 Pages. 


